American Academy of Professional Coders

CUD

September 2009

Miltary Action
ANimead at New
1CD=9)=C
Coues

ol

-

Lieutenant Colonel (Retired) Jeanne Yoder,
RHIA, CPC, CPC-I, CCS-P, U.S. Air Force

Plus: Radiation Oncology ¢ NPP Billing ¢ Perfusion Studies ¢ Carpal Tunnel ¢ HINI Codes



The “it”"in HIT

_JASHIM
merican Society of Health Information Managers
www.ASHIM.org



contents

American Academy of Professional Coders

Gl

September 2009

In Every Issue

Letter from the President
Letter from Member Leadership

Letters to the Editor

Features

Breathe Easier with Accurate Fetal Well-Being Coding

Glade B. Curtis, MD, MPH, FACOG, CPC, COBGC, explains the five elements that
determine biophysical profile codes, how to avoid common coding hazards, and .
how good documentation eases fetal well-being coding worries. Coding News

The Driving Components of E/M Level Selection Road Map to ICD-10-CM
Over the past three months, we've reviewed the three key components of an evalu-
ation and management (E/M) service. This month, John Verhovshek, MA, CPC,
combines the key components to determine appropriate coding.

Maintain NPP Reimbursement, Improve Practice Productivity PeOpIe

Many practices do not fully comprehend the regulatory issues governing non-phy- .
sician practitioners’ (NPPs') services, and do not utilize their professional role to its Newly Credentialed Members
greatest potential, reports Julie E. Chicoine, Esq., RN, CPC.

Military Action Aimed at New ICD-9-CM Codes
There’s nothing covert about the origin of certain new diagnosis codes. Jeanne Yoder,
RHIA, CPC, CPC-I, CCS-P. explains how ICD-9-CM codes provide data the military

needs for its ongoing mission—to keep Military Health System beneficiaries healthy. Coming Up

Case Studies Reveal Proper Carpal Tunnel Syndrome Coding
Gloria Galloway, M.D., dissects physician reports to get real-world coding knowledge for Robotic Assistance
median nerve entrapment at the palm-wrist segment—carpal tunnel syndrome (CTS).

Education

Minute With a Member

Five Documentation “Do’s”
Nuclear Medicine Myocardial Perfusion Studies

David Zielske, M.D., CPC-H, CIRCC, CCC, CCS, RCC, explains nuclear medicine Acoustic Emissions
myocardial perfusion studies. Global Period Billing
On the Cover: Lieutenant Colonel (retired) U.S. Air Force, Jeanne Yoder, RHIA, CPC, Breast Reconstruction

CPC-I, CCS-P, now with TRICARE Management Activity, stands in front of the Air Force
Memorial in Washington, D.C. Cover photo by Mark Molesky (www.moleskyphoto.com).
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Serving 80,500 Members - Including You

Targeting the AAPC Audience

The membership of AAPC, and subsequently the readership of Coding Edge, is quite
varied. To ensure we are providing education to each segment of our audience, in
every issue we will publish at least one article on each of three levels: apprentice,
professional and expert. The articles will be identified with a small bar denoting
knowledge level:

Beginning coding with common technologies, basic anatomy and

APPRENTICE physiology, and using standard code guidelines and regulations.
More sophisticated issues including code sequencing, modifier
HROFESSIONAL use, and new technologies.
Advanced anatomy and physiology, procedures and disorders
EXPERT

for which codes or official rules do not exist, appeals, and payer
specific variables.

AAPC Code of Ethics

Members of the American Academy of Professional Coders
[AAPC] shall be dedicated to providing the highest standard of
professional coding and billing services to employers, clients,
and patients. Professional and personal behavior of AAPC
members must be exemplary.

® AAPC members shall maintain the highest standard
of personal and professional conduct. Members shall
respect the rights of patients, clients, employers, and all
other colleagues.

® Members shall use only legal and ethical means in all
professional dealings, and shall refuse to cooperate with,
or condone by silence, the actions of those who engage in
fraudulent, deceptive, or illegal acts.

® Members shall respect and adhere to the laws and regulations
of the land, and uphold the mission statement of the AAPC.

® Members shall pursue excellence through continuing
education in all areas applicable to their profession.

® Members shall strive to maintain and enhance the dignity,
status, competence, and standards of coding for profes-
sional services.

® Members shall not exploit professional relationships with
patients, employees, clients, or employers for personal gain.

This code of ethical standards for members of the AAPC sirives
to promote and maintain the highest standard of professional
service and conduct among its members. Adherence fo these
standards assures public confidence in the integrity and service
of professional coders who are members of the AAPC.

Failure to adhere fo these standards, as determined by AAPC,
will result in the loss of credentials and membership with the
American Academy of Professional Coders.

@ American Academy of

Professional Coders
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Contact

Title

AAPC Contacts:
Only a Phone Call Away

Extension or
Direct Phone Line

Bevan Erickson

Brad Ericson, CPC, COSC
Cali Farmer

Chris Christiansen

Daniel DeWitt

Danielle (Dani) Montgomery
David Maxwell

Deborah Grider,

CPC, CPC-l, CPC-H, CPC-P, CEMC, COBGC, CDERC, CCS-P

Jamie Johns
Jennifer Hyde
Kris Taylor
Lindsey Archibald
Marti Johnson
Melanie Mestas
Rachel Minson

Reed Pew

Rhonda Buckholtz, CPC, CPC-I, CGSC, CPEDC, COBGC, CENTC

Sheri Bernard, CPC, CPC-H, CPC-P
Wendy Willes

Vice President, marketing

Director of publishing

Member representative

Director of IT

Project Xtern

Director of member services

Vice President, product management

Vice President, strategic development

Member CEUs

Pre-certification distance learning

PMCC

Call Center

Local chapters

Live conferences and events

Reed’s administrator

Chief Executive Officer (CEQ) and President
Vice President, business and member relations
Vice President, clinical content

Examinations

Ext. 162
Ext. 116
Ext. 197
Ext. 118
Ext. 164
Ext. 111
Ext. 105

317-691-0774
(not yet in Salt Lake City)

Ext. 195
Ext. 166
Ext. 104
Ext. 112
Ext. 133
Ext. 145
Ext. 157
Ext. 136
814-673-7177
Ext. 168
Ext. 108

It’s a good idea to periodically update your
list of important contacts at the AAPC.
Knowing an AAPC team member’s occupa-
tion and how to get hold of the person can
help you answer membership, education, or
coding questions in a timely manner. We've
added a few people recently, so consider photo
copying this page to keep for reference.

The main phone line to the AAPC is 800-
626-CODE (2633). From there, you can
input the extension number of the person
you wish to contact.

Stephanie Jones, CPC, CEMC, is now the
executive director of the American Society
of Health Information Managers (ASHIM),
a new organization credentialing people in
both health care knowledge and IT skills.

Members are encouraged to contact us
whenever they are in need of assistance; we
are just a phone call (or email) away. Our
general email address is info@aapc.com.

ICD-10-CM Implementation Training
The AAPC is fortunate to have the preemi-
nent expert on ICD-10, Deborah Grider,
leading our implementation development
and training efforts. We are confident she
will provide the best knowledge and train-
ing there is.

In July, the AAPC launched our ICD-10-CM
implementation training with a series of

free webinars—one for providers and one for
payers. If you were unable to listen live, they
are available for download from our Web

site (www.aapc.com). These are an invalu-
able resource of information to help you get
started on the ICD-10 transition. CEUs from
these free webinars are available for a small

fee ($19.95 and $29.95).

The AAPC offers implementation training
in a wide variety of formats so members and
their employers can train in the delivery
mechanism they most desire: custom onsite

training for both provider practices and small
payers or payer facilities, e-learn training, live
workshops and webinars, and regional and
national conferences. Implementation train-
ing begins in early 2010 with custom onsite
training and webinars to follow within a few
months. You may contact us now for more
information on the custom onsite training
pricing and scheduling. We will have up to
32 well trained implementation experts avail-
able to assist you.

Remember: Use the “ICD-10 Preparation”
tracking tool in the upper, right-hand corner
of your Member Area home page to guide
you and your employer on ICD-10-CM tasks
and schedules.

Sincerely,

Vot

Reed E. Pew
CEO and President
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2009 AMBA 9" Annual
Medical Billing Conference

rican Medical BiIIingiAs

‘ ¥
Benefits of Attending October 15-16, 2009
Learn from prominent speakers Riviera Hotel & Casino, Las Vegas, NV
Attorneys, Certified Coders, Certified
Billers & Industry Specialists 3 WAYS TO REGISTER

ONLINE www.ambastore.net

MAIL www.ambanet.net/2009reg.htm
CALL 580.369.2700

Gain insight & expert knowledge
EDI, Compliance, HIPAA, A/R Denials &
Mgmt, RACs, PSC, PQRI, ePrescribe,
Coding Updates, Benefit Verification,
Hospice & Ambulance Billing and More

HOTEL INFORMATION
Riviera Hotel & Casino

Network with your peers 2901 Las Vegas Blvd. South
Medical Billers, Consultants, Doctor’s Las Vegas, NV 89109
Office Staff, Medical Coders, Office 800.634.6753

AAPC Member

Managers, Reimbursement Specialists, )
Price $398

Compliance Officers, Billing Service
Owners For more info go to
http://www.ambanet.net/2009.htm

{

Learning, Leading, Growing

2465 E. Main Davis, OK 73086 580.369.2700 www.ambanet.net/AMBA.htm T e v
CEU APPROVED



Regional conferences provide an opportunity
to network with peers and make new friends
while keeping abreast on coding. This year,
the AAPC has two regional conferences
scheduled for fall: Ko Olina, Oahu, Hawaii,
Sept. 10-12; and Virginia Beach, Norfolk
Va., Oct. 8-10. The Hawaiian regional
conference at JW Marriott Thilani Resort
and Spa is located in a picturesque setting
overlooking the Pacific Ocean. The tropical
breezes and relaxed surroundings come at no
extra cost. If your physician is reluctant to
send you to Hawaii for a coding conference,
suggest he or she go with you. The itinerary
features excellent classes geared especially
for physicians. If you prefer the East Coast,
then you might consider the Virginia Beach
conference. I look forward to attending this
conference. I've heard the hotel has a breath-
taking Atlantic Ocean view, and there are
plenty of local attractions. Alchough these
things are not why we attend a regional
meeting, the serene settings instill mental
clarity and add to the overall conference
experience.

The economy has tightened everyone’s
budget but the networking and educational
benefits of attending conference are priceless.
The great thing about regional conferences
is that they move around the country, so
there may be one coming to a town near
you. To review all of the conferences offered

by the AAPC, go to the AAPC Web site at
www.aapc.com. Regional conferences also
have smaller attendance rates and lower
registration fees, yet still maintain the

same educational and networking value as a
national conference. Clearly, regional confer-
ences offer a convenient way to obtain CEUs,
while suiting your budget needs.

To get even more bang for your buck, con-
sider the following:

O Turn the conference into a family vaca-
tion to mix business with pleasure.

O Rather than fly to the conference,
drive, car pool, or rent a bus for a
larger group of attendees.

O Share rooms with other members.

During my tenure as your NAB president,
I'd like to meet each one of you. Please stop
me at any regional or national conference,
introduce yourself, and tell me where you
are from. I enjoy meeting the members that
I represent. That way, I can put a name with
the face of each of our 80,500 members.

Sincerely,

N .\

Terrance C. Leone,

CPC, CPC-P, CPC-I, CIRCC
President, National Advisory Board

WWW.aapc.com
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| etters to the Editor

I received my July 2009 Coding Edge magazine and was happy
to see the article “Coding from Home.” I am a remote coder
living in Tennessee working for a company in California. I
love my job and the flexibility it offers my family life. My
manager is awesome, and my job allows me to work and still
attend functions at my son’s school, finish my college degree,
and have free time to visit and travel with my family. I have
less stress, no commute, and fewer expenses—such as gas,
lunch, and clothing.

The best thing for me is the time factor. My former commute
was 90 minutes each way. Now, I walk to work—from my
bedroom to my office, which is a converted spare bedroom.

It takes a special person to be able to work from home with
the distractions that may come up, such as holidays or days
when your children or spouse is home from school or work.
It's important to have a schedule and to be able to focus.
Bottom line: Remote coding is a delicate balance.

Speaking personally, working remotely allows me to be the
three things I love most: a wife, mother, and CODER!

Sincerely,

Jennifer Bowyer, CPC, CEMC, lead coder/auditor,
Peak Health Solutions

Thanks to Terry Leone for the article “The Pros and Cons of
Working from Home” {July Coding Edgel. Although the idea
of working from home is a common sought out opportunity
for many coding professionals, I agree with Terry in that it
requires a much disciplined individual to maintain productive
work habits when not in the office.

The hospital I currently work for allows coders to work from
home one day per week. In my situation, I have a 70-mile
commute per day, so it assists me in cutting down my
expenses. I truly appreciate this privilege, as I see many of my
peers working for facilities that do not have remote coding.

It requires much work on the part of the coding supervisor
and the department director to monitor their coders’ produc-
tivity; and it is certainly a risk and potentially harmful to the
organization if not monitored properly.

Thanks,
Susan Kelly, CPC, coding technician, Gaylord Hospital

It was much more convenient to have the “Test Yourself” page
inside Coding Edge magazine, rather than online only. That
way, you had more time to peruse the articles at your conve-
nience (whether or not a computer was nearby), circle correct
answers, and then go online to submit them. Is there any way
we could bring it back to the magazine?

Thanks,
Judy A. Weber, CPC, CCS-P

8 AAPC Coding Edge

Please send your letters to the editor to:
letterstotheeditor @aapc.com.

I just wanted to give feedback on the test yourself online. I
did not think I would like it, but it is much easier to keep
track of the CEUs this way. Great idea.

Carrie Bailis, CPC

If you want a paper copy on which to make notes while read-
ing the magazine, just log onto the member page and click
on the Coding Edge cover, located in the lower-right corner,
or follow this link: www.aapc.com/MemberArea/resources/
coding-edge/index.aspx.

Once you're at the Coding Edge Archive page, click on the
Test Yourself link for the issue you wish to test. Right-click
(Windows) or [Control]-click (Mac) on the test and select
Print from the dropdown menu. Set the printing options in
the Print dialog box as you wish, and then click Print. This
will give you a printed page on which to write notes and
answers. Just remember to go back online to enter your
answers and receive your CEUs!

Coding Edge

In the May 2009 issue, the article “Don’t Fall into the V-code
Rut” (pages 12-14) states in the last paragraph V76.51 Special
screening for malignant neoplasms of the colon should remain as
the first-listed diagnosis even if a polyp is found and removed.
Although this is true as far as ICD-9 coding guidance is con-
cerned, such advice may be confusing to some facility readers
because many fiscal intermediaries (FI) have local coverage
determinations (LCDs) requiring hospitals to follow different
diagnosis reporting and sequencing requirements for colonos-
copy procedures.

LCDs apply only to Medicare patients; however, given the great
number of Medicare patients using their screening colonoscopy
benefit, it is an important caveat that although hospitals outpa-
tient departments should follow ICD-9-CM coding guidance,
LCDs issued by their FI will take precedence.

Thanks,

Melissa Fincham, CPC, CPC-H
senior consultant, Health Revenue Assurance Associates

Many thanks for the reminder. Indeed, the /CD-9-CM Official
Guidelines for Coding and Reporting (Section 1.C.18.d.5) spec-
ify, “A screening code may be a first listed code if the reason
for the visit is specifically the screening exam ... Should a
condition be discovered during the screening then the code
for the condition may be assigned as an additional diagno-
sis.” Under these directions, the screening code remains pri-
mary even if, in the case of a colonoscopy, a polyp is found.
As you note, however, payers may provide contrary instruc-
tions. As long as these instructions appear in writing (for
instance, within an LCD or as part of your contract with the
payer), be sure to follow them.

Coding Edge



Regarding the inclusion of the Official ICD-9-CM Guidelines
for Coding and Reporting in the ICD-9-CM code set under
Health Insurance Portability and Accountability Act (HIPAA),
as relates to Michael Miscoe’s article in the June 2009
issue (“Identify Binding Rules for Defensible Coding,” pages
14-16), Miscoe wrote:

“The first rule in our criteria hierarchy, regardless of the
case, is the HIPAA code set rule identified earlier. When
applying this rule, remember that your code set is nothing
more than the CPT®, HCPCS Level I, and ICD-9-CM codes
with their descriptions. The instructions contained within
these manuals detailing the publishers’ guidance for how to
use the codes are not part of the code set. As a result, these
instructions are not controlling (binding) unless the carrier
formally adopts these instructions in a binding policy.”

In fact, the wording under the law, 45 C.F.R. 162.1002(a) and
162.1002(b), seems to indicate that the ICD-9-CM Official
Guidelines for Coding and Reporting are part of the ICD-9-CM

CATAIOUKT N

code set adopted under HIPAA. Further, the introduction to
the ICD-9-CM Official Guidelines for Coding and Reporting speci-
fies, “Adherence to these guidelines when assigning ICD-9-CM
diagnosis and procedure codes is required under the Health
Insurance Portability and Accountability Act (HIPAA).”

The corrected paragraph would read:

“The code set for physician services is nothing more than
the CPT® and HCPCS Level Il codes and descriptions. The
instructions contained within these manuals detailing the
publishers’ guidance for how to use the codes are not part
of the code set. As a result, these instructions are not con-
trolling (binding) unless the carrier formally adopts these
instructions in a binding policy. After isolating your codes
and descriptions, coders must identify and list all possible
code choices that fairly and accurately describe the service
performed. Refining this list to a single code requires more
analysis. Note: The same is not true for ICD-9-CM, where
the regulation expressly incorporates ‘The Official ICD-9-CM
Guidelines for Coding and Reporting.””

Resource tip: The ICD-9-CM Official Guidelines for Coding and Reporting
may be found at: www.cdc.gov/nchs/datawh/ftpserv/ftpicd9/icdguide08.pdf.

Physician Billing, Coding & Consulting

Specializing in Diagnostic
and Interventional Radiology

www.catamountassociates.com

Clifton Springs, NY
800-841-0417

TERRY LEONE
President & CEO
CPC.CPC-P, CIRCC, CPC-l
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Early Bird
Special $445

Register
before
'Oct. 16, 2009

Four Reasons to Attend 4 LOCATIONS

m Dallas, TX

1. Learn about critical coding changes from the trusted Dec. 8, 2009

source—the AMA
2. Receive both a CPT® 2010 Professional Edition and CPT® m  Newark, NJ

Changes 2010 books for FREE (a $180.00 value) Dec. 8 2009
3. Earn 7 CEUs from AAPC, ACMCS, AHIMA and ARHCP m Baltimore, MD
Dec. 9, 2009

4. Master a clinical understanding of the changes

m Atlanta, GA
Dec. 10, 2009

Call 1.800.621.8335 to register

.. CEUs available from:
or visit www.ama-assn.org/go/cptchangesworkshop

American Academy of Professional Coders
American Health Information Management Association
Association of Registered Healthcare Professionals

Presented by:
Y American College of Medical Coding Specialists

a division of Access Intelligence CO n ' -I- A-H-e nd 2
We now offer CPT Changes 2010
elearning — same information,
CPT® is a registered trademark of the American Medical Association mOTeriGlS: a nd C EUS~
Call for details.




KUDOS!

Here's Lookin’ at You, Kid

b A, TR We at Coding Edge like to

. . w think the magazine has a

broad appeal to coders of
all ages, but we weren't
expecting this: Derek Leone,
seven-month-old grandson
of National Advisory Board
President Terry Leone,
shows great interest in
April’s issue. Terry tells
us that he received this
picture on his phone after
being inducted as NAB president at the April ceremony during the AAPC'’s
National Conference in Las Vegas. It meant a lot, he told us, and we can
see why. Kudos to Derek—a future coder.

Coders Honored as
National Small Business Champions

.'-

Founders of a program that
helps train and employ rural
coders were honored in May
by President Barack Obama
and the Small Business
Administration (SBA). Nancy
Reading, RN, BS, CPC,
CPC-I; Jenny Cox, MA, CPC;
Barbara McGann, CPC;
and Kris Simeona, CPC
were chosen from hundreds
of national applicants and
honored with nine other national champions at a luncheon in Washington,
D.C. The coders were recognized for partnering with a local college to train

coders and establishing a medical coding and reimbursement company
employing its graduates in a particularly poor, remote part of the South-
west’s Four Corners Region.

After being honored locally and nationally, attending SBA workshops, and
rubbing shoulders with colleagues and the powerful, the question remained:
What was it like to meet the president of the United States? Reading’s
response: It was “So00000 cool!”

Kentucky Coder a Knowledgeable OASIS

Congratulations to Anthony W. Bush, CPC, CCP, CCP-P, COS-C, manager
of health information management and case management review, Nurses
Registry and Home Health. Anthony recently passed the Certificate for Out-
come and Assessment Information Set (OASIS) Specialist-Clinical (COS-C)
offered by the OASIS Certificate and Competency Board, Inc. (OCCB). This
certification illustrates proficiency and competence in data accuracy of
OASIS clinical documentation for home care professionals. Familiar with
both home health and payer programs, Anthony holds a Medical Coding
and Billing certificate from the National College of Business and Technology
in Lexington, Ky. and has enrolled in the Health Information Technology
(HIT) program at Fisher College.

Coding Excellence Spreads Worldwide

Congratulations to the new chapters popping up in the United States, as well
as internationally. It takes dedicated members to start a local chapter to pro-
vide continuing education for other members. Many thanks go out to the new
chapters who pursue and provide the highest coding standards.

If you haven't had a local chapter near you in the past, maybe there’s one
now. New chapters include:

Albany, Ga. — Bemidji, Minn. — Bloomington, lll. — Brandon, Fla. —
Bucyrus, Ohio — Concord, N.C.— Danville, Ky. — Great Falls, Mont.
— Guam —Helena, Mont. — Hibbing, Minn. — Hines, Ill. — Jacksonville,

N.C. — Klamath Falls, Ore. — Locust Grove, Ga. — Panama City, Fla. —
Woodbridge, Va.

If you or a colleague deserve kudos, please email kudos@aapc.com.

WWW.aapc.com September 2009 11
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coding news

Medicare Launches Supplier

Competitive Bidding Effort

The 60-day supplier bidding period will
begin in late October for the Medicare Com-
petitive Bidding Program’s Round One Rebid
for durable medical equipment, prosthetics,
orthotics, and supplies (DMEPOS). To help
suppliers prepare for bidding in the nine
competitive bidding areas, the Centers for
Medicare & Medicaid Services (CMS) is lead-
ing a supplier outreach and education effort.

The competitive bidding program and
Medicare’s quality standard requirements
will help beneficiaries who need medical
equipment and supplies to maintain high
quality items and services. “Competitive
bidding is an essential tool to help Medi-
care pay appropriately for health care—
important not only to maintain Medicare
beneficiaries’ access to high quality medical
items and services, but also to lower the
cost of medical care for all,” said Jonathan
Blum, director of CMS’ Center for Medicare
Management. “We are committed to ensut-
ing that suppliers have up-to-date informa-
tion and guidance so they may submit bids
to furnish high quality, affordable medical
items and services under the competitive
bidding program.”’

The Round One Rebid is in the areas:

* Cincinnati, Middletown (Ohio, Kentucky,
and Indiana)

Cleveland, Elyria, Mentor (Ohio)

Charlotte, Gastonia, Concord (North Caro-
lina and South Carolina)

¢ Dallas, Fort Worth, Arlington (Texas)

¢ Kansas City (Missouri and Kansas)

® Miami, Fort Lauderdale, Miami Beach
(Florida)

Orlando (Florida)
Pittsburgh (Pennsylvania)

Riverside, San Bernardino, Ontario
(California)

The Round One Rebid will include the items:
* Oxygen and oxygen equipment

¢ Standard power wheelchairs, scooters, and
related accessories

* Complex rehabilitative power wheelchairs
and related accessories (Group 2 only)

* Mail-order replacement diabetic supplies
° Enteral nutrients, equipment and supplies

¢ Continuous positive airway pressure (CPAP)
machines, respiratory assist devices (RADs),
and related supplies and accessories

* Hospital beds and related accessories

Walkers and related accessories

Support surfaces (Group 2 mattresses and
overlays in Miami only)

This doesn’t affect Medicare DMEPOS ben-
efit until the program begins again in 2011.
Until then, Medicare beneficiaries can get
their Medicare-covered equipment and sup-
plies from any Medicare-approved supplier.

CMS launched an extensive education and
outreach effort on Aug. 3 to guide suppli-
ers through the competitive bidding pro-
cess. For additional information about the
Medicare DMEPOS Competitive Bidding
Program, visit: www.cms.hhs.gov/DME
POSCompetitiveBid/. For bidder assistance,
go to: www.dmecompetitivebid.com or call
the toll-free help line (1-877-577-5331).

FTC Buys More ID Theft Time

For those who weren't ready for Identity
Theft Red Flags Rule enforcement on May
1, nor on Aug. 1, you're in luck. Just days
away from the Aug. 1 implementation dead-
line, the Federal Trade Commission (FTC)
announced July 29 it will further delay the
Rule’s effective date. Creditors and finan-
cial institutions now have until Nov. 1 to
develop and implement a written Identity
Theft Prevention Program.

The FTC’s Red Flags Web site (www.ftc.gov/
redflagsrule) offers resources to help entities
determine if they are covered and how to
comply with the Rule. It includes an online
compliance template enabling companies

to design their own Identity Theft Preven-
tion Program, as well as articles directed to
specific businesses and industries, guidance
manuals, and Frequently Asked Questions
(FAQ) to help companies navigate the Rule.

For more on how the rule pertains to medi-
cal practices, read EdgeBlast #130 (www.
aapc.com/e-blast/issue130.html), and/or “Red
Flags Rule Protects Patients” on page 18 of
February’s Coding Edge.
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Radiation
ncology

Presents Complex Coding Challenges

Check bundling and documentation issues before coding claims.

By Robert H. Ekvall, PhD, CPC-H, CPC, CCS

Radiation oncology presents a unique challenge in the
arena of hospital outpatient coding. Unlike other medi-
cal disciplines, the radiation oncologist and the hospital
or freestanding center can bill for the preparation work
of the radiation oncologists, physicists, and dosimetrists
in developing the proper course of treatment.

Be Clear on Bundling Guidelines

Be aware of the different charges that are bundled. When
the radiation oncologist treats the patient with intensity
modulated radiation therapy (IMRT), bundling aware-
ness is key. The national Correct Coding Initiative (CCI)
edits explain which charges are bundled into the IMRT
plan (77301 Intensity modulated radiotherapy plan, including
dose-volume bistograms for target and critical structure partial
tolerance specifications) on the same service date. Knowing
which charges are bundled or included in the IMRT plan,
no matter what the service date is, can be tricky.

CPT® doesn’t provide bundling clues like “separate pro-
cedure” in radiology as it does with the surgical codes.
Special dosimetry (77331 Special dosimetry (eg, TLD,
microdosimetry) (specify), only when prescribed by the treating
physician) is a procedure considered to be “included” or
always bundled with IMRT because it is considered part
of the IMRT planning process.

The same holds true for special physics consult 77370
Special medical radiation physics consultation, unless there are
extenuating or special circumstances where the radiation
oncologist needs special advice from the physicist above
and beyond the IMRT planning process. Two examples
include: (1) a patient who has a pacemaker; or (2) radia-
tion therapy for an area previously treated with radiation.

Use Special Treatment
Code Only When Warranted

Special treatment procedure 77470 Special treatment
procedure (eg, total body irradiation, hemibody radiation,
per oral, endocavitary or intraoperative cone irradiation) can
pose a challenge. Like modifier 22 Unusual procedural

services, this is a code often abused or misused—Ileading
to scrutiny by the Recovery Audit Contractors (RACs)
or Medicare auditors. A radiation oncologist should
report 77470 when she believes the clinical treatment
planning process required extra cognitive processing
(additional work) above and beyond the normal treat-
ment plan because of special circumstances. Some
examples include:

® Concurrent chemo/radiation therapy

® Hyperfractionation (two or more treatments per-
formed daily)

® Brachytherapy

® Retreatment of the same anatomic area
with radiation

® Artificial implants

Note that code 77470 can only be billed once per course
of treatment.

Some may feel the amount of work going into an IMRT
plan (77301) or a 3D simulation plan (77295 Therapen-
tic radiology simulation-aided field setting; 3-dimensional)
should qualify automatically for a special treatment pro-
cedure. The American Society for Therapeutic Radiation
Oncology (ASTRO) and the American College of Radi-
ology (ACR) wrote a radiation oncologist guideline book
to use with coding staff. On page 77 of ASTRO/ACR
Guide to Radiation Oncology Coding 2007, the following
opinion or advice was given in response to a coding
question:

“Contouring for 3D-CRT® and IMRT are part of the
physician work of CPT® code 77295 ... and 77301 ... In
radiotherapy, situations arise where additional physician
and facility work is involved in treating a patient, and
then it is appropriate to report code 77470.”

The ASTRO/ACR Guide listed examples of certain situ-
ations that might warrant CPT® 77470, but they con-
cluded their opinion with the following advice: “Hence,
there is no case where it is routinely used, and therefore



the physician should decide to report CPT® 77470 on a case-
by-case basis and document the work effort involved.”

The doctor should document the medical reasons why a
patient qualifies for 77470 reimbursement, and be able to
defend his or her rationale.

Cloned Documentation Falls Short of 77470

I have seen firsthand at radiation oncology coding conven-
tions less desirable documentation examples where 77470
was charged. One example is the use of nonpatient-specific,
cloned notes. Another example is using checklists where
the doctor checks off boxes for the reason he wants 77470
charged, with no specific details to the extra work or cog-
nitive processing.

To protect doctors and hospitals from scrutiny by RACs,
make sure documentation is patient-specific and clearly
describes the extra cognitive processing involved in creating
the patient’s treatment plan. Avoid the temptation of infer-

ring from the doctor that a 77470 should be charged because

the documentation shows the patient is receiving concurrent
chemotherapy with radiation therapy. The doctor needs to
describe the extra work involved in communicating and col-
laborating with the medical oncologist.

Tap

Oncology

Your link to audio reimbursement education
from the experts at ORS
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To discuss this article
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Breathe Easierwith Accurate
Fetal Well-being Coding
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By Glade B. Curtis, MD, MPH, FACOG, CPC, COBGC

Ensure correct code choices
to eliminate payment doubts.

When a patient is pregnant, nine months can feel like a life-
time. It is an exciting and often scary adventure. While the
miracle of pregnancy produces changes in a mother’s body,

it is normal for her to have concerns about the developing
baby and overwhelming new responsibilities. The number
one question prospective parents ask is, “When can I have
an ultrasound to tell if I'm having a boy or a girl?” The next
most common question is, “Will my baby be okay; will it be
normal?”

Tests and procedures may be performed to evaluate the preg-
nancy and, more specifically, the developing fetus. Testing
begins early in pregnancy with routine blood tests and a Pap
smear. It is also considered routine to perform an ultrasound
exam in the first half of pregnancy, usually around 16 to

20 weeks. As the pregnancy progresses, other tests may be
required such as a screening test for diabetes or tests using
ultrasound or fetal monitors. These tests of fetal well-being
are referred to as antenatal testing or antenatal fetal surveil-
lance. Sometimes the terms prenatal or ante partum are used
synonymously with antenatal. The goal of antenatal testing is
to prevent fetal death and give reassurance of well-being.

Five Elements Determine BPP Code

A specific test that can be performed for reassurance of fetal
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well-being is the biophysical profile (BPP). The BPP is used
in the third trimester, usually after 32 weeks (out of 40) ges-
tation. This test is not useful earlier in pregnancy.

There are several indications for performing a BPP, includ-
ing: diabetes, hypertension, heart disease, oligohydramnios,
polyhydramnios, isoimmunization, decreased fetal movement,
previous fetal demise, accident or injury, intrauterine growth
restriction (IUGR), high-risk pregnancy, postdate pregnancy,
and multiple gestation.

A full BPP consists of five elements, each of which is scored
either “0” or “2.” A perfect score is 10, often reported as “10 out
of 10.” A high score is reassuring, a low score is worrisome.

Of the five BPP elements, four are ultrasound evaluations.
The final element is a non-stress test (NST) performed with a
fetal monitor. Specifically, the five elements of the BPP are:

1. Fetal breathing movements: One or more episodes of
fetal breathing movements for 30 seconds or more within
30 minutes are evaluated via ultrasound.

2. Fetal movement: Three or more discrete body or limb
movements within 30 minutes are evaluated via ultrasound.

3. Fetal tone: One or more episodes of a fetal extremity
extension with return to flexion, or opening or closing of
a hand, are evaluated via ultrasound.

4. Amniotic fluid volume determination: A single verti-
cal pocket of amniotic fluid exceeding 2 cm is considered
adequate and is determined via ultrasound.

5. NST: A non-stress test is performed with a fetal moni-
tor and is based on the fetus’ heart rate accelerating with
fetal movement.

For a full BPP, report 76818 Fetal biophysical profile; with non-
stress testing. When an obstetrician performs all BPP elements
except the NST, report 76819 Fetal biophysical profile; without
non-stress testing. Code 76819 is sometimes referred to as a
“limited BPP.”

Avoid Common Coding Hazards

When an obstetrician performs the NST and a radiologist
petforms the other BPP elements, the obstetrician reports the
NST (59025 Fetal non-stress test) and the radiologist reports
76819. This is a frequent problem area because code 76818
includes the NST, a test performed with a fetal monitor.
Radiology departments usually don’t have a fetal monitor and
don’t evaluate NSTs.

A common reporting mistake is confusing a “reactive fetal
heart rate” with a “reactive NST.” They are not the same. The
first is a brief observation with ultrasound (as part of 76818
or 76819), while the reactive NST requires 20 plus minutes of
fetal monitoring and interpretation. Many obstetrics/gynecol-
ogy (OB/Gyn) offices have ultrasound machines and a fetal
monitor and are equipped to perform a full BPP (76818).
There may be times when it is appropriate to separately

report a BPP and an ultrasound performed during the same
session—such as when a BPP is performed, but fetal presenta-



tion is also in question (such as with a breech or twin preg-
nancy). These are distinct examinations: An ultrasound is an
anatomic exam, while a BPP is a physiologic exam.

In many instances, only an NST and an amniotic fluid index
(AFI) are performed. In this case, neither BPP code applies
because only two elements were done. Instead, report sepa-
rately the NST (59025) and AFI (76815 Ultrasound, pregnant
uterus, veal time with image documentation, limited (eg, fetal heart
beat, placental location, fetal position andlor qualitative amniotic
[fluid volume), 1 or move fetuses).

Good Documentation Eases Coding Worries
Documentation is critical and should clearly indicate the
medical necessity for performing the BPP with ICD-9-CM
diagnosis codes. The individual elements and scores should
be documented with the total score from the BPP, such as,
“the BPP is 8 of 10” in the case of 76818, or “the BPP is 6 of
8” with 76819. Some payers require manual documentation
review in the medical record for payment of 76818 or 76819.
Frequently, OB charts used for prenatal care don’t allow

enough room to record information in addition to the basic
prenatal visit. Encourage the provider to document the ele-

ments of the BPP. Suggest an extra sheet of paper, a stamp, or
a form for BPPs requiring only a check or marking a box. For
example:

Biophysical Profile (BPP) (check/score the elements provided)
O Movement:

O Tone:

O Breathing:

O AFL:

O NST:

BPP Score

A similar notation system can be established for electronic
records. Most providers will listen if you make it clear that

this documentation is required for payment.
Glade B. Curtis, MD, MPH, FACOG, CPC, COBGC is Board
Certified in OB/Gyn and a fellow of the American College

p—
d - of Obstetricians and Gynecologists with more than 20

e Sl years experience, including delivery of more than 5,000

babies. He is chairman of the Medicaid Sterilization,
Abortion and GYN Surgery Committee, with more than
five years experience working for the State of Utah

Department of Health Division of Healthcare Financing.
He has spoken at conferences and has taught coding seminars and work-
shops for more than 13 years. Dr. Curtis is co-author of 17 titles relating
to child birth and child care, selling over 5 million books, Your Pregnancy
Week by Week and Your Baby’s First Year Week by Week.
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The Driving Components
of E/M Level Selection

Combine the key components to
A determine the appropriate code.

T

Over the past three months, we've discussed the
three key components of an evaluation and manage-
ment (E/M) service—history, examination, and medical
decision making (MDM)—and how to determine the
appropriate level for each (for example, how to differenti-
ate a problem-focused exam from an expanded problem-
focused exam), as detailed under either the 1995 or 1997
Documentation Guidelines for Evaluation & Manage-
ment Services. This month, we’ll put it all together to
illustrate proper reporting of an overall E/M service level.

Resource tip: The Evaluation and Management Service Guide is a
helpful summary of E/M components found on the Centers for Medi-
care & Medicaid Services’ (CMS) Web site at www.cms.hhs.gov/MLN-
Products/Downloads/eval_mgmt_serv_guide.pdf.

Let Code Descriptors Guide You

CPT® code descriptors clearly spell out the unique
requirements for each E/M service category and service
level. For example, per the CPT® code descriptor, a level
111, established patient office visit (99213) requires at
least two of these three key components: An expanded
problem focused history; an expanded problem focused
examination; medical decision making of low complexity.
By contrast, a level IIT outpatient consultation for a new
or established patient (99243) requires these three key
components: A detailed history, a detailed examination,
and medical decision making of low complexity.

Five categories of E/M service require the documentation
to support at least two of the three specified components
to assign an overall E/M service level. In addition to estab-
lished patient office visits (99212-99215), other E/M cat-
egories requiring only two of three key components are:

® Subsequent hospital care (99231-99233)

® Subsequent nursing facility care (99307-99310)
Established patient, domiciliary care (99334-99337)

Established patient, home care (99347-99350)

Note: All of these E/M categories involve subsequent
care and/or established patients.
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By G. John Verhovshek, MA, CPC

Case in Point

Let’s consider, for example, that Mary S. is an established
patient seeing her family physician with a new complaint.
The physician documents the following:

Chief Complaints/Concerns

® DIZZY/LIGHTHEADED: For 2 months. Gets pal-
pitations at times. Gets tightness in chest and also
gets diaphoretic and dizzy. No nausea. Only two
coffees/day.

® PAIN IN BOTH ARMS: Occurs at times. Got a
treadmill for Christmas and gets shortness of breath
at times when using it.

® CHEST ACHES: Tightness.
Family History
Reviewed
Review of Systems
Constitutional: Positive for fatigue
Respiratory: Positive for dyspnea
Cardiovascular: Negative for edema, orthopnea, PND,
Positive for chest pain, dyspnea palpitations
Vital Signs: Bp Syst, 120; Bp Dias, 86; Weight Lb, 155
Physical Exam
General/Constitutional: No apparent distress.
Well nourished and well developed.

Nose/Throat: Mucous membranes normal.
Oropharynx appears normal. No mucosal lesions.

Neck/Thyroid: Supple, without adenopathy or enlarged
thyroid.

Respiratory: Normal to inspection. Lungs clear to auscultation.

Cardiovascular: Regular rhythm. No murmurs, gallops,
or rubs.

Musculoskeletal: No abnormalities
Assessment/Plan

® Chest pain acute: EKG and set up nuclear TM. Labs
drawn. If TM negative, get ECHO.



E/M CPT® Descriptions

99201—Office or other outpatient visit for the evaluation and
management of a new patient, which requires these 3 key compo-
nents: A problem focused history; A problem focused examina-
tion; Straightforward medical decision making. Counseling and/or
coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/
or family’s needs. Usually, the presenting problem(s) are self limited
or minor. Physicians typically spend 10 minutes face-to-face with the
patient and/or family

99213 — Office or other outpatient visit for the evaluation and
management of an established patient, which requires at least 2 of
these 3 key components: An expanded problem focused history; An
expanded problem focused examination; Medical decision making
of low complexity. Counseling and coordination of care with other
providers or agencies are provided consistent with the nature of the
problem(s) and the patient’s and/or family’s needs. Usually, the pre-
senting problem(s) are of low to moderate severity. Physicians typi-
cally spend 15 minutes face-to-face with the patient and/or family

99214—Office or other outpatient visit for the evaluation and
management of an established patient, which requires at least 2 of
these 3 key components: A detailed history; A detailed examination;
Medical decision making of moderate complexity. Counseling and/

or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/
or family’s needs. Usually, the presenting problem(s) are of moderate
to high severity. Physicians typically spend 25 minutes face-to-face
with the patient and/or family

99215—Office or other outpatient visit for the evaluation and
management of an established patient, which requires at least 2 of
these 3 key components: A comprehensive history; A comprehensive
examination; Medical decision making of high complexity. Counsel-
ing and/or coordination of care with other providers or agencies

are provided consistent with the nature of the problem(s) and the
patient’s and/or family’s needs. Usually, the presenting problem(s)
are of moderate to high severity. Physicians typically spend 40 min-
utes face-to-face with the patient and/or family

99243 —Office consultation for a new or established patient, which
requires these 3 key components: A detailed history; A detailed exami-
nation; and Medical decision making of low complexity. Counseling
and/or coordination of care with other providers or agencies are pro-
vided consistent with the nature of the problem(s) and the patient’s
and/or family’s needs. Usually, the presenting problem(s) are of mod-
erate severity. Physicians typically spend 40 minutes face-to-face with
the patient and/or family

CPT® copyright American Medical Association

® Fatigue, NEC acute, as above

® SOB acute, as above
For the purposes of this example, we’ll judge the above E/M
service using the 1995 E/M documentation guidelines.
First, look at the history. The history of present illness
(HPI) describes location, duration, timing, context, and
associated symptoms. The HPI is extended if at least four
of the eight elements that quantify HPI are documented.

is moderate. The patient has a new problem requiring
additional workup, with 2 moderate amount and com-
plexity of data for review, and a moderate risk level.

To meet the service level for an established patient office
visit, documentation must support two of three compo-
nents specified in the code descriptor. In this case, the
moderate MDM, detailed history, and detailed exam all
support a level IV service, 99214.

The review of systems (ROS) includes respiratory, consti-
tutional, and cardiovascular systems. An extended ROS
requires a documented review of at least two of the 14
organ systems. The documented ROS here does not rise
to a complete ROS level, which requires documented
review of at least 10 organ systems.

The physician reviews the family history only. This would
qualify as a brief past, family, and social history (PFSH).

All three elements of history must support the work level
to meet the overall history level requirement. The lowest
element within the history component always determines
the overall history level. In this case, the brief PFSH and
extended ROS are together the lowest elements, which
correlate to a detailed overall history level.

Next, consider the exam. Under the 1995 guidelines,
extended examination of the affected body area(s) and
other symptomatic or related organ system(s)—as docu-
mented here—qualifies as a detailed exam.

Finally, evaluate the MDM. The MDM level in this case

When All Three are Required

Nine E/M service categories require you to meet all three
of the specified components to assign an overall E/M
service level. These include new patient or initial service
categories, among others:

® New patient office visits (99201-99205)

® Hospital observation services (99218-99220,
99234-99236)

® Initial hospital care (99221-99223)

® Office (99241-99245) and initial inpatient
(99251-99255) consultations

® Emergency department services (99281-99285)
¢ Initial nursing facility care (99304-993006)

® New patient, domiciliary care (99324-99328)
® New patient, home care (99341-99345)

For these E/M service categories, the lowest individual
component (whether history, exam, or MDM) will always
determine the overall E/M service level.

WWW.aapc.com September 2009
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To discuss this article
or topic, go to member

Case in Point
Let’s consider another example, where Jim G. is a new
patient in the office. The physician documents the following:

CHIEF COMPLAINT: Left knee pain.
HISTORY OF PRESENT ILLNESS: A 67-year-old

male is seen today as a new patient with left knee pain
for approximately one month. He offers a catching sen-
sation. Pain is primarily through the medial joint line.
There is no significant instability. He is currently taking
Celebrex for pain. He offers prior history of automobile
accident in the 1980s. He is currently not performing
any home exercises, nor has he undergone any recent
injections.

CURRENT MEDICATIONS: Metformin, metoprolol,
Lipitor, glipizide, Synthroid, Altace, ranitidine, Celebrex.

ALLERGIES: Sulfa, penicillin, and IVP dye.
PAST MEDICAL HISTORY: Significant for hyper-

tension, diabetes, thyroid disorder, previous history of a
stroke, cardiac disease.

REVIEW OF SYSTEMS: He currently denies any
unstable angina, no pulmonary disorders or productive
coughs. No history of renal dysfunction. Denies gastric
ulcer. No unexpected weight loss or constitutional signs
of infection. No known coagulopathies.

SOCIAL HISTORY: Denies tobacco and alcohol use.

He is retired.
FAMILY HISTORY: Diabetes, heart disease, and cancer.
PHYSICAL EXAMINATION: He has pronounced

retropatellar crepitation. There is bogginess of the syn-
ovium, tenderness through the medial joint line. Liga-
mentous evaluation is stable. He has varus alignment of
the knee. He is intact to sensation, has palpable pulses.

ANCILLARY STUDIES: AP, lateral, and sunrise views
ordered and interpreted today. They reveal calcification
within the vascular structures. There is decreased joint
space through the medial compartment where he has
near bone-on-bone contact, flattening of the femoral con-
dyles, no fractures noted.

IMPRESSION: Left knee pain secondary to underlying

degenerative arthritis.
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PLAN: We will proceed with a course of joint lubrica-
tion therapy and physical therapy. Injection series was
ordered. In the interim, he may continue activities as
comfort allows, limiting repetitive stair-climbing and
kneeling.

Now let’s consider the E/M portion of this note using the
1997 documentation guidelines.

The HPI is extended (noting location, quality, duration, and
modifying factors). The ROS is extended, covering constitu-
tional, cardiovascular, respiratory, gastrointestinal, genito-
urinary, musculoskeletal, and hematologic/lymphatic. The
PESH is complete, covering past, family, and social history.
Together, these elements add up to a detailed history. The
exam, which is limited to the area around the knee, quali-
fies as problem-focused. MDM in this case is straight-
forward: This is a new problem, the physician orders
several studies, and the level of risk is low.

Because all three required key components must be pres-
ent for a new patient visit, the lowest key component will
decide the overall services level. In this case, the problem-
focused exam relegates the service to 99201.

Important: Although this article focuses on E/M level
selection using the three key components of history,
exam, and MDM, time may be considered the control-
ling factor to qualify for a particular E/M service level,
“When counseling and/or coordination of care domi-
nates (more than 50 percent) the physician/patient and/
or family encounter...,” according to CPT® guidelines.
This would include face-to-face time in the office or
other outpatient setting, or floor/unit time in the hospital
or nursing facility, and includes time spent with parties
who have assumed patient care responsibility or decision
making whether or not they are family members.

For more information on time as the controlling factor in
E/M level selection, see “Correctly Code Patient Counseling”
by William Galvin, CPC, on page 21 of the March 2009
Coding Edge.

G. John Verhovshek, MA, CPC, is AAPC's
director of clinical coding communications.



Medical Necessity, not MDM,

A popular coding myth is when selecting an E/M service level based on
two of three key components, at least one of the deciding components
must be MDM. For example, if the physician documents a detailed his-
tory, a detailed exam, and MDM of low complexity, the coder may be
reluctant to report 99214—even though this E/M service level calls

for two of three components to include at least a detailed history and
detailed exam (which were documented in this case).

CPT® accords no special status to MDM over either the history or the
exam; and E/M code descriptors that require at least two of three com-
ponents do not specify that one of the qualifying components must be
MDM. In the first example given in the main article, for instance, 99214
may be appropriate even though MDM was not used as one of the key
components to assign the service level. Similarly, a high MDM level does
not by itself determine the overall service level.

The single overriding factor controlling E/M level selection—and all med-
ical services and procedures—is medical necessity (see Medicare Claims
Processing Manual, 30.6.1.A: www.cms.hhs.gov/manuals/

downloads/cIm104c12.pdf). If documentation supports medical necessity

Drives E/M Level Selection

for a comprehensive history and a comprehensive exam for an estab-
lished patient in the office, 99215 is the correct code choice, regardless of
the documented MDM level.

Problems do arise when the provider documents a history and exam not
supported by medical necessity. The Claims Processing Manual (30.6.1.A)
states clearly, “It would not be medically necessary or appropriate to bill a
higher level of evaluation and management service when a lower level of
service is warranted. The volume of documentation should not be the pri-
mary influence upon which a specific level of service is billed.”

A common cold, for instance, wouldn't normally call for a high-level
exam or history. In such a case, a low level of MDM may be a clue that
a detailed or comprehensive history and exam aren’t medically necessary
and you should not select an E/M level based on the superfluous docu-
mentation. If the nature of the presenting problem justifies the docu-
mented history and exam, however, MDM need not be a factor for those
services requiring only two of three components for E/M level selection.

—@G. John Verhovshek, MA, CPC, is AAPC's
director of clinical coding communications.
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‘Every Step
Counts when

Coding
Prostate

Brachytherapy

-For ASCs, the procedural, Vi

imaging, and supply and
source components all
factor in.

By,Depis Rodriguez,
CPG, CIRCC, CCS
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Anyone associated with ambulatory surgi-
cal centers (ASCs) is aware of the sweeping
changes the Centers for Medicare & Med-
icaid Services (CMYS) has instituted to the
facility payment system. Few procedures
have undergone more changes than prostate
brachytherapy.

Brachytherapy, also known as seed implan-
tation, is generally an outpatient procedure
used in the treatment of different kinds of
cancer such as prostate cancer.

When coding for prostate brachytherapy per-
formed in an ASC, think in terms of coding
each component of the procedure. There

are several separately reportable steps of the
brachytherapy procedure and several supplies
and implants with new codes.

Procedural Components

Using imaging guidance, prostate
brachytherapy involves needles or catheter
insertion through the perineum into the
prostate. Radioactive sources (seeds) are then
placed into the prostate via the needles.

A urologist often performs the needle place-
ment portion of the procedure while a

radiation oncologist/radiologist performs the
source implantation. In some cases, though,
one physician performs the entire procedure.

Whether one or two physicians perform the
procedure, the facility coder assigns the same
CPT® codes: 55875 Transperineal placement

of needles or catheters into prostate for intersti-
tial radioelement application, with or without
cystoscopy for the needle insertion (including
cystoscopy at the same session), and 77778
Interstitial vadiation source application; complex
for the source implantation. Code 77778 is
for complex source application, which, accord-
ing to the September 2005 CPT® Assistant, is
for application of more than 10 sources. Pros-
tate brachytherapy normally involves applica-
tion of between 40 and 150 sources.

The 2009 non-wage adjusted transitional
payment is $1,376.65 for 55875 and
$247.42 for 77778. This includes the code’s
procedural component and the imaging
component.

Imaging Components

Imaging normally is performed through-
out a prostate brachytherapy session. An
ultrasound prostate volume study (76873
Ultrasound, transrectal; prostate volume study
Jor brachytherapy treatment planning (separate

procedure)) is often performed perioperatively.
Ultrasound guidance for placement of the
needles and sources into the prostate (76965
Ultrasonic guidance for interstitial vadioelement
application) is also performed. Fluoroscopic
guidance (77002 Fluoroscopic guidance for
needle placement (eg, biopsy, aspiration, injec-
tion, localization device)) is often performed in
addition to ultrasound guidance.

The ultrasound prostate volume study
(76873) is a separate procedure per the
CPT® manual; however, it should not be
reported separately as it is bundled into
77778 per national Correct Coding Initia-
tive (CCI) edit rules.

Also per CCI edits, ultrasound and fluo-
roscopic guidance do not bundle into the
main procedure codes (55875 and 77778).
However, these codes are assigned payment
indicator N1—meaning their payment is
“packaged” or included in the payment
($1,376.65) for the main code (55875).
According to CMS, packaged codes should
not be listed separately on a claim; rather
their charges should be added to the main
procedure’s charge on the same line item.

For example, your facility charges $5,500 for
code 55875 and $600 for code 76965-TC for
the technical component of the service. There
is no separate line item for code 76965-TC on
the claim; however, the $600 charge is added
to 55875’s charge. The 55875 line item charge
is $6,100 instead of $5,500.

Commercial payers generally have not yet
incorporated the packaging concept for
ASCs. A separate payment for 76965-TC
may be available, as this code is not bundled
into any other brachytherapy procedure.

Supply and Source Components

This year, ASCs can use HCPCS Level 1I C
codes associated with brachytherapy needles
and radioactive sources. These C codes were
previously restricted to hospital outpatient
departments paid through the Outpatient
Prospective Payment System (OPPS).

Needles used in brachytherapy can be
reported with C1715 Brachytherapy needle.
Code C1715 is reported per needle, not per
procedure. Code C1715 has an N1 payment
indicator, so its payment is packaged into
the main procedure code (55875).

Code brachytherapy sources to the appropri-
ate C code as shown in Table A.



Table A: Brachytherapy Sources C Codes

To discuss this article
or topic, go to member

HCPCS

Level Il Code Descriptor

C2638 Brachytherapy source, stranded, iodine-125, per source

C2639 Brachytherapy source, non-stranded, iodine-125, per source

C2640 Brachytherapy source, stranded, palladium-103, per source

C2641 Brachytherapy source, non-stranded, palladium-103, per source

C2698 Brachytherapy source, stranded, not otherwise specified, per source
C2699 Brachytherapy source, non-stranded, not otherwise specified, per source

Two codes were developed for sources with-
out a HCPCS Level II code assigned: C2698
for stranded sources and C2699 for non-
stranded sources. These codes should only
be used for FDA-approved sources that con-
sist of a radioactive isotope consistent with
CMS’ definition of a brachytherapy source
eligible for separate payment (2006 Final
Rule {71 FR 68113}).

When coding for brachytherapy sources,
enter the total number of prescribed and
acquired units for the beneficiary on the line
item for the appropriate HCPCS Level II
code. For stranded sources, code per source,
not per strand.

If both stranded and non-stranded sources
are implanted, report each type on a sepa-
rate line item. For example, if 68 stranded
iodine-125 sources and six non-stranded
iodine-125 sources are implanted, report 68
units of C2638 and 6 units of C2639.

What if most, but not all, of the sources
acquired for a patient are implanted? Medi-
care will cover all brachytherapy sources—
implanted or not—under the following
circumstances:

1. The sources were specifically acquired
by the ASC for the particular benefi-
ciary according to a physician’s prescrip-
tion consistent with standard clinical
practice and high-quality brachytherapy
treatment.

2. The sources that weren't implanted in
the beneficiary weren’t implanted in
any other patient.

3. The sources not implanted were dis-
posed of in accordance with all appro-
priate handling requirements.

4. The number of sources not implanted
constitutes a small fraction of the total
number of sources used.

Medicare should not be billed for non-im-
planted sources unless these circumstances
are met. Note that commercial payers may
have different guidelines for billing non-
implanted sources; and Medicare payment
for brachytherapy sources is at contractor-
priced rates.

Associated Procedures

There are other procedures associated

with brachytherapy that you may code

in addition to those already described.
Computer-generated, three-dimensional
(3-D) reconstruction, for example, may be
used for brachytherapy. Documentation is
required with 3-D reconstruction and dose
distribution. Base the scan images used for
computer data entry on the implanted site’s
3-D depictions. The source positions may be
digitized directly from these images or the
3-D reconstruction, and the tumor volume
and normal tissue image may be merged
electronically. Code 77295 Therapeutic radiol-
0gy simulation-aided field setting; 3-dimensional
can be used to report this at a non-wage
adjusted transitional payment of $409.36 for
2009. Note that simple 3-D representations
by treatment planning computer programs
derived from planar radiographic images are
not sufficient justification for this code’s use.

When you perform basic dosimetry calcula-
tion during brachytherapy (the determina-
tion of dwell times other than those times
estimated in the isodose plan), you can report
code 77300 Basic radiation dosimetry calcula-
tion, central axis depth dose calculation, TDF,
NSD, gap calculation, off axis factor, tissue
inhomogeneity factors, calculation of non-ionizing
radiation surface and depth dose, as required
during course of treatment, only when prescribed
by the treating physician (transitional payment
of $37.87). Include the treating physician’s
prescription, as well as documentation of the
calculation, in the patient’s chart.

Denis Rodriguez, CPC, CIRCC, CCS, (denis.
rodriguez@asc-coding.com) is a senior
ASC coder and compliance auditor for The
Coding Network. For more information, visit
www.codingnetwork.com.
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Follow NPP state licensing, scope of practice, and incident-to rules. By Julie E. Chicoine, Esq., RN, CPC

The Association of American Medical Colleges (AAMC)
reports several studies and surveys demonstrating a grow-

ing shortage of physicians to meet the nation’s current and
future health care needs (www.aamc.org/workforce/recent-
workforcestudies.pdf). In light of this trend, many provid-

ers, including physician group practices, increasingly look to
nonphysician practitioners (NPPs) such as nurse practitioners
(NPs) and physician assistants (PAs), to fill the void. Although
both professionals are licensed under different state authorities
(advanced practice nurses are licensed by a state board of nurs-
ing; whereas PAs are licensed by a state board of medicine),
their education and training allow them to perform generally
the same essential functions, such as: performing physical
exams, making clinical decisions, ordering appropriate labora-
tory tests/procedures, and providing therapeutic or preventa-
tive health services for patients with acute or chronic diseases.

In hiring NPPs, however, many practices do not fully com-
prehend the regulatory issues governing their services, and

do not utilize their professional role to its greatest potential.
Medicare and private payers allow coverage for most services
provided by these professionals. The information that follows
summarizes key Medicare principles (Medicare Benefit Policy
Manual, pub. 100-02, sec. 190, 200).

Resource tip: Although this article provides a basic high-level summary of
Medicare rules and regulations with regard to NPPs and PAs, additional infor-

mation is available on Centers for Medicare & Medicaid Services (CMS) Web
site (www.cms.hhs.gov).

NP and PA Qualifications

To furnish covered services to a Medicare beneficiary, CMS
requires NPs:

® Be a registered nurse (RN) authorized by the state in which
services are furnished and practice as an NP in accordance with
state law; and

® Be certified as an NP by a recognized national certifying body
that maintains established standards for advanced practice
nursing. (Examples include: the American Academy of Nurse
Practitioners; American Nurses Credentialing Center; National
Certification Corporation for Obstetric, Gynecologic, and
Neonatal Nursing Specialties; Pediatric National Certification
Board; Oncology Nurses Certification Corporation; AACN
Certification Corporation, and; National Board on Certification
of Hospice and Palliative Nurses.); or

® Be an RN authorized by state law to practice as an NP, and
have a Medicare billing number as an NP by Dec. 31, 2000.
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NPs who apply for a Medicare billing number (National Pro-
vider Identification (NPI) number) for the first time on or after
Jan. 1, 2003 must possess at least a master’s degree in nursing.

As with NPs, Medicare requires PAs to have the following
minimum qualifications:

® Graduate from a PA educational program that is accredited
by the Accreditation Review Commission on Education for
the Physician Assistant (its predecessor agencies, the Commis-
sion on Accreditation of Allied Health Education Programs
(CAAHEP) and the Committee on Allied Health Education
and Accreditation (CAHEA) (www.arc-pa.org/General/history.
html); or

® Pass the national certification examination administered by the
National Commission on Certification of Physician
Assistants (NCCPA) (www.nccpa.net/); and

® Be licensed by the state in which the PA intends to practice.

Covered Services
Medicare limits coverage to services an NP or PA is legally
authorized to perform in accordance with state law and regula-
tions in which he or she is licensed. State licensing laws can
vary, however, so NPPs should evaluate scope of practice limits
carefully before relocating from one state to another. Reim-
bursement under Medicare Part B requires NP and PA services
meet all of the following conditions:

® The services are considered to be physician’s services if fur-

nished by a doctor of medicine or osteopathy (MD or DO);

® The services are furnished by a person who meets the qualifica-
tions for NPs and PAs respectively as described earlier;

® The NP and PA is legally authorized to furnish the services in
the state where they are performed;

® NP services are performed in collaboration with an MD/DO.
PA services are performed under the general supervision of an
MD/DO; and

® The services are not precluded from coverage due to statutory
exclusions.

Noncovered Services

Services performed by NPs and PAs within state scope of
practice laws may not be reimbursable if they are excluded
from Medicare coverage due to medical necessity provisions.
NPs and PAs, like other providers, should evaluate local and
national coverage determinations, as well as key Medicare cov-
erage provisions to ensure accurate reimbursement.



Collaboration/Supervision

With regard to NPs, Medicare defines “collaboration” as a
process in which an NP works with one or more physicians to
deliver health care services, with medical direction and appro-
priate supervision as lawfully required by the state in which
the services are furnished. Where a state does not have laws
governing collaboration, the NP should document for Medi-
care purposes his or her scope of practice and the relationships
that he or she has with physicians to address issues that go
beyond the NP’s scope of practice.

Medicare clarifies, for reimbursement purposes, that collabo-
ration does not require the collaborating physician to be pres-
ent with the NP when the services are furnished, or to make
a separately independent patient evaluation. Collaboration
requirements are set by state law and vary from state to state.

Unlike an NP, a PA’s supervising physician is responsible for
overseeing and directing his or her professional services. The
supervising physician does not need to be present while the
PA performs services unless such physical presence is required
by state law. Medicare does, however, require the supervising
physician be immediately available to the PA for consultation
by telephone, unless state laws or regulations require other-
wise. State law requirements should be evaluated to verify the
PA is complying with applicable state and Medicare rules and
regulations.

Reimbursement

PA and NP payment for professional services is 80 percent of
the actual charge or 85 percent of the Medicare Physician Fee
Schedule (MPFES) amount. That, however, is where the simi-
larities end.

NPs may be employees or independent contractors of a physi-
cian or physician group practice, for the physician or group
practice to bill for their services. Medicare also permits NPs
to bill the Medicare program directly.

PAs may not bill their services directly to Medicare. PAs have
the option of selecting employment relationships (i.e., 1099 vs.
W-2), but payment for his or her professional services must be
made to a qualified employer. If the PA’'s employer is a profes-
sional corporation or other duly qualified legal entity (i.e., a
limited liability corporation or limited liability partnership),
properly formed, authorized and licensed under state laws,
and permits PA ownership in the corporation or entity as a
stockholder or member, the corporation or entity as the PA’s

employer may still bill for the PA’s services, even if the PA is a
stockholder or officer of the corporation or entity.

NPP Services Incident-to Physician Services

In some circumstances, the services of an NP or PA may be
billed incident-to a physician’s professional service. To be
covered, services and supplies furnished by the NP and PA
incident-to a physician’s must be:
® An integral, although incidental, part of the physician’s
professional service;
® Commonly rendered without charge or included in the
physician’s bills;
® Of a type that is commonly furnished in physician’s offices or
clinics; and
® Furnished by the physician or by auxiliary personnel under the
physician’s direct supervision (See Medicare Benefit Policy Manual,
pub. 100-02, chap. 15, sec. 60.1 for more information).
When pursuing reimbursement under the incident-to provi-
sions, practices must follow the detailed and nuanced provi-
sions of incident-to requirements, including but not limited to
the requirement of direct supervision. That is, the physician
must be present in the office suite and immediately available
to provide assistance and direction throughout the time the
NP or PA is performing an incident-to service.

Medicare clarifies that incident-to services cannot be rendered
by an NP or PA on a patient’s first visit. Incident-to services
cannot be billed for services rendered to hospital patients or
to patients in a skilled nursing facility (SNF) who are in a
Medicare-covered stay.

If the incident-to requirements are met, the services are paid
as if the physician provided them. These services are reim-
bursed at 100 percent of the Medicare fee schedule. Examples
of services rendered under this scenario generally include high
volume, low acute services provided by physicians, includ-
ing minor surgery, setting casts or simple fractures, reading
X-rays, and providing other services to evaluate and treat a
patient’s condition.

Julie E. Chicoine, Esg., RN, CPC, has many years of
health care experience with expertise in reimburse-
ment, documentation, and coding issues. She has
served both as in-house and external legal counsel
- for health care organizations providing guidance on a
variety of health care regulatory issues. Julie serves
as attorney and director for the Ohio State University
Medical Center's compliance program. She earned a
Juris Doctorate from the University of Houston Law Center and holds a
Bachelor of Science and a nursing degree from the University of Texas
Health Sciences Center at Houston. She has written and spoken widely
on health care issues, and is an active member of the AAPC community.
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Military Ac#=ion

Aimed at

New ICD-9-CM Codes

Codes help with data collection to keep beneficiaries healthy.

Have you ever seen a new code and wondered,
“Who's the crazy loon who asked for that code?”
Hello! I'm Jeanne, and I work for the Military
Health System (MHS).

Unlike much of the civilian sector’s health care,
the MHS is socialized medicine (a great system
to be part). Many of us remain happily in the
military health care system from the time we
join the military service until we die. Because
we, unlike private insurance plans, don't have
members entering and leaving our program,
long-term illness and injury prevention is always
the best investment. It’s a win/win situation for
all—beneficiaries because they stay healthy; the
military because our people are on duty, not
home sick; and our country because we spend
less money caring for diseases that could have
been prevented. In an ongoing mission to keep
our beneficiaries healthy, we need data—and
that’s why the military asks for so many disease
and injury prevention-related codes.

For instance, a few years ago, as a way to help
identify beneficiaries who had weight concerns
but who weren’t obese, we asked for a code

for “overweight” (there was already a code for
obesity). Because it’s easier to lose 20 pounds
than to lose 50 pounds, we wanted to help our
patients avoid obesity and its common, unfor-
tunate sequelae such as diabetes, hypertension,
and knee/ankle pain. To help, we needed an
easy way to identify them—and so 278.02 Over-
weight became a code.

Last year, personal and family history of deploy-
ments codes V61.01, V61.02, V62.21, and V62.22
were added to ICD-9-CM at our request.

This year, military requests were associated
with new codes in two basic categories: trau-
matic brain injury (TBI) and its neurologic
sequelae (799.2x), and external cause of injury
tracking E codes.

TBI Codes Get Specific

Between 2003 and 2007, approximately 40,000
service members were diagnosed with TBI due
to the Iraq War. TBI is the hallmark injury in
this war. TBI frequently is linked to improvised
explosive devices (IEDs). In the past, shrapnel
would have caused most significant injuries.

Due to this war’s improvements in body armor
and protective devices, it's shock waves causing
the injuries. A human head, balanced on a com-
paratively thin neck with muscles only meant to
turn the head, is not designed to withstand these
shock waves. When the head encounters shock-
waves, it rapidly accelerates away from the blast,
causing the brain to strike the inside of the skull.
Frequently, the rapid head acceleration/decelera-
tion creates damage—ranging from subtle to life
shattering—without visible wounds.

Some soldiers experience TBI sequelae mani-
fested in changes in cognition, behavior, or
personality. These changes needed separate
codes from the cognitive/behavior/personality
mental health codes. Superficially, the symp-
toms appear to be similar, but that would be
like saying a headache caused by a ruptured
aneurism is similar to a headache due to lack
of sleep. TBI sequelae required separate collec-
tion and easy identification to optimize care and
to determine the most effective treatment. We



needed post-TBI conditions codes for patients
who did not have mental health cognition/
behavior/personality issues and experienced TBI,
and now have one or more of the conditions.
Mixing mental health and neurologic cognitive/
behavior/personality issues was not helping our
military service members or those individuals
injured in motor vehicle accidents, sports inju-
ries, and falls.

One million Americans are treated in U.S.
emergency departments for TBI each year, and
an estimated 5.3 million are living today with
a disability related to TBI. Having a way to
collect data specific to TBI and its sequelae is
the first step in determining optimal treatment
regimens, and limiting long term harm to mili-
tary service members and others with TBI.

The Veterans Administration (VA) is mostly
responsible for developing the TBI codes. Dr.
Kyle Dennis kept all interested parties (includ-
ing the military representatives) on track until
all agreed. There was a lot of negotiating, and
a consensus has not been reached on all issues
(such as the definition of mild, moderate, and
severe TBI).

On Oct. 1, the 799.21-799.29 codes for the
sequelae of TBI will be added to ICD-9-CM.
We do a lot of screening for TBI, so we asked
for V80.01 Special screening for traumatic brain
injury to track who was screened, and to explain
the medical necessity for the service. Code
V15.52 Personal history of traumatic brain injury
will be used with new 799.2x codes to show the
link between the cognitive/behavior/personality
signs and symptoms code and the TBI. We are
hoping ICD-10-CM will have space in the neu-
rologic section for these codes so we won't need
two codes (e.g., V15.52 and 799.21) to explain
the signs/symptoms are of neurologic origin.

Why are the new codes in the 799.2x range?
Most of our team wanted the new codes added
to the neurological section rather than the
mental health section. The team reasoned neu-
rologic changes—not mental health issues—
were causing the behaviot/personality/cognition
changes. But, trying to find appropriate space
in the neurology codes was a big problem (Yes,
we need ICD-10-CM!). We worked with the
National Center for Health Statistics (NCHS),
part of the Centers for Disease Control.

Anyone could have commented on the proposal,
attended the free Coordination and Maintenance
Meetings in Baltimore for free AAPC continu-
ing education units (CEUs), or commented
based on the proposals posted to the NCHS
Web site (www.cdc.gov/nchs/about/otheract/icd9/
maint/maint.htm). Dr. Dennis addressed all
comments.

External Injury E Codes

Can Help Prevent Injury

Half of the new diagnosis codes for October
2009 are for external injury causes data collec-
tion. Data collection is used to develop ways to
avoid injury to keep our beneficiaries healthy.

Until October 2009, there are three types of
E-codes used for data collection.

1. The E mechanism codes: Just like other
codes, documentation is required to assign E
codes. For injuries, the most common documen-
tation indicates the injury mechanism, which is
why these are the most common E codes used.
E mechanism codes include motor vehicle acci-
dents, falls, striking or being struck by, poison-
ing, and abnormal reactions/effects.

2. The E location codes (E849.x): Less fre-
quently, there is documentation of where the
injury occurred. The E849.x codes have proven
valuable for separating injuries occurring at work
from those occurring at home or during a leisure
activity. When using E location codes, they are
usually coded after the E mechanism codes.

3. The E intent codes (generally between
E859 and E999.1): These include self-inflicted,
fight, and war-related injuries. The E intent
codes aren’t used frequently because most inju-
ries are not intentional. And, even if the injury
was intentional, the doctor may not be told it is
intentional (the ever popular “I fell” to explain
contusions on non-bony prominences - huh?).
Only when we see the occasional “patient in
fight” for the late Friday night emergency depart-
ment patient is there documentation to support
the E intent codes. We don't see it in the docu-
mentation, so these codes are usually not used.

To help keep our beneficiaries from injury,
we need to know why various injuries occur
by identifying injuries quickly and easily. To
do so requires more and better provider docu-
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mentation and needs expanded injury codes
for different parameters. This year, two new
parameters are added to the existing external
injury causes. These two sets are very impor-
tant and include E status codes and E activity
codes. Some E intent codes, particularly those
associated with war related injuries, have also
been expanded.

E status Codes: Just because you have a job
doesn’t mean you're covered by your state work-
ers’ compensation nor may you be covered by a
private workers’ compensation insurance policy
paid for by your employer. Many people work
on family farms or family boats, and they aren’t
usually covered by worker’s compensation.

To help keep workers’ compensation premiums
to a minimum and to help those without cover-
age, it’s useful to know what injuries are hap-
pening to employees.

In the military, we have numerous employees—
many more than just the active duty military.
We want to find ways to prevent injuries. If an
injury happens, we want to find the best way to
treat the patient. We need to know what treat-
ment will lead to a return of duty, and which
may lead to a progression to permanent disabil-
ity/impairment. Our goal is to have all patients
returned to full, functional capacity. To do

this, we need to know when, why, and where.

E status codes help us find answers and in the
future, decrease the total numbers of patients
with permanent disabilities. We anticipate this
code will be coded commonly after the E mech-
anism because doctors usually document when
an injury is work-related.

E activity codes: Based on military docu-
mentation review, we frequently find injury
documentation related to a specific sport. For
instance, our data has shown for a long time
the military could significantly decrease inju-

ries occurring on base if we banned basketball.
Unlike other major sports, basketball is played
year-round, so injuries stay pretty constant.

If we banned basketball, however, we suspect
the decrease in injuries would be temporary.
Our beneficiaries are usually healthy, energetic,
young adults. If they could not play basketball,
they would soon become involved in another
sport. Overall, however, the health effects from
playing basketball outweigh the injuries.

The E activity codes allow easy injury identifi-
cation based on the sport involved. Easy injury
data retrieval for specific sports helps identify
ways to decrease injuries related to that sport.
We anticipate that once the documentation is
available, the E activity codes will be coded as
frequently as the E mechanism codes. If docu-
mentation is available for both, the E mecha-
nism code is sequenced first and the E activity
code is sequenced second.

E military codes: The E military codes aren’t
used often by us, and probably will be used
even less by you. So briefly, new E83x.7 codes
were created for military watercraft accidents
and codes greater than E990.1 were expanded.
We don't anticipate a big upswing in injuries
due to war operations from flamethrowers. Our
reasoning for these codes is the U.S. military

is part of North Atlantic Treaty Organization
(NATO), and the military is obligated to col-
lect data sufficient to submit reports using the
standard NATO injury codes. When we move
to ICD-10-CM, expect to see even more granu-
larity in war-related injury codes.

Jeanne Yoder, RHIA, CCS-P, CPC, CPC-l,
retired last year from the United States Air
Force after 26 years. She is a contractor
working for the TRICARE Management Activ-
ity. She presented at the 2006-2009 AAPC
national conferences. Jeanne's goal is to have
quality data to help make quality decisions.
“Coding is documenting, only shorter.”



Members Impacted by War

Thanks to members who responded to the Bulletin Board post calling for
military personnel and loved ones serving our country in the military. Being
involved in the military not only affects members’ daily and personal lives; for
some, coding careers are put on hold. Here are some of the responses received:

“I passed my certification exam
three months before | deployed to
Iraq. It is my second deployment
as a member of the Tennessee
National Guard and | am proud
to be serving here. | am look-
ing forward to joining my local
coding community when | get
home and starting on a new
and exciting career.”

“I work for University Medical Associates at the Medical University of South Carolina.
I have been in the Air Force Reserves for 28 years and have served in Iraq (2003-2004)
and in Kuwait (2006) in support of the war.”
E7 Master Sergeant Sherry Blackwell, CPC

“My husband, Sgt. Roger D. Hitz Jr. US Army Reserves, served in Iraq from 2006-07.
He’s been in the military eight years and just recently reenlisted for six more with

my full support. He loves his job! Being a military spouse is a pride-filling and heart-
wrenching position to hold. | am very proud of my husband and his fellow soldiers for
the jobs they perform so selflessly to protect us and our freedoms at home.”

Keri Hitz, CIRCC, billing/coding specialist, Indiana Vascular Institute at St. Francis

“I am a coder. My husband, SFC Phillip S. Vera, is serving overseas in Afghanistan.
We are currently stationed in Germany. | feel being a military wife has somewhat
affected my coding career. Moving overseas has made it difficult to find a coding job
where we are currently stationed. The nearest coding jobs would be an hour away at
the main hospital.”

Noemi Vera, CPC

“My brother-in-law, Staff Sergeant Kenneth Walker, TAC-P is serving his third tour in
Afghanistan. He served two tours during Desert Storm and is now with the Air Guard.
Our family is proud of him for sacrificing himself for this country. We can’t wait for
him to come home: one, because we miss him and two, because my sister is pregnant
with their fourth child. | proudly wear my ‘support our troops’ pin everywhere | go! |
haven't forgotten to put it on yet.”

Chanda Arscott, CPC-H, collections coordinator, Oregon Surgery Center,

a division of Mercy Medical Center

“I'm the proud mother-in-law of Sgt. Anthony Lawton (Ty). May God bless him and his
troops, today, and always! ... I'm enrolled at Bucks County Community College and I'm
so excited, at the age of 51, for certification and to broaden my medical horizon.”

Betty Campbell, Bucks County Community College, Newtown, Pa.

—Michelle A. Dick, senior editor
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CASE STUDIES REVEAL PROPER
CARPAL TUNNEL SYNDROME CODING

Dissect physician reports to get real-world coding knowledge.
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By Gloria Galloway, MD

Median nerve entrapment at the palm-wrist segment, when
associated with well-described symptoms, is known com-
monly as carpal tunnel syndrome (CTS). CTS diagnosis is based on
clinical examination and nerve conduction (NC) and electromyog-
raphy (EMG) studies to distinguish CTS from other disorders with
similar symptoms. These electrodiagnostic studies also assist in the
evaluation of other possible, associated conditions—such as a more
generalized polyneuropathy—and detail the disorder’s acuteness

or chronicity in a patient (Dumitru, Daniel; Amato, Anthony A.;
Zwarts, Machiel J., Electrodiagnostic Medicine 2001 2nd ed.).

EMG/NC testing guidance is based on the symptoms and physi-
cal examination signs for each patient. A brief history—including
information on the patient’s present complaint and associated medi-
cal conditions—should be taken.

A focused neurological examination is necessary to guide the elec-
trodiagnostic study. A patient without associated medical conditions
or complaints, who presents with paresthesias limited to the median
distribution of one hand, usually requires only a few NC studies.
EMG may be limited to one limb to obtain a reliable diagnostic
interpretation (the EMG CPT® codes are based on the number of
extremities tested, if cranial muscles are tested, or if fewer than five
muscles in a limb are tested). In contrast, a patient presenting with
unilateral or bilateral hand symptoms iz addition to distal lower-
extremity complaints and a known history of diabetes, usually
requires nerve conduction testing and EMG studies of several limbs.

The American Association of Neuromuscular and Electrodiagnos-
tic Medicine’s (AANEM) Recommended Policy for Electrodiagnostic
Medicine (www.aanem.org/practiceissues/recPolicy/recommended_
policy_l.cfm) outlines recommended limits on the number of NC
and EMG studies, by diagnosis, for 90 percent of patients. Refer to
these recommendations to appropriately bill the number of motor
and sensory nerves, F waves, and H waves tested, along with the
number of units for each. Performing only necessary studies will
keep cost and patient discomfort to a minimum.



There may be exceptions to the AANEM'’s policy when more or less
than the recommended number of studies is necessary. This is par-
ticularly true with multiple diagnoses and unusual clinical symp-
toms or signs. The case studies below describe typical coding, based
on the diagnostic presentation’s complexity.

Note: The CPT® codes described below are for use with standard-
ized EMG equipment. The experienced judgment of the electrodi-
agnostic physician performing or supervising the studies is critical
to evaluation and diagnostic interpretation of the study. Use dif-
ferent CPT® codes for studies using prefabricated electrode arrays
placed by the practice staff after little training.

CASE 1: Patient with Uncomplicated Unilateral CTS

A 42-year-old is a right-handed male with no significant past medical
history and on no medication. He has worked on the assembly line
for a local manufacturing company for 15 years. Over the past three
months, while assembling boxes, he complains of tingling and numb-
ness in the right hand. He denies weakness or neck pain. Sometimes
both hands will be tingling in the morning upon awakening.

There is normal muscle bulk over the hands, but sensory loss in the
first three digits of the right hand and a positive Tinel’s sign. Median
palmar sensory studies reveal prolonged latency at the wrist and
delayed nerve conduction velocity at the palm wrist segment, with
normal amplitude. Median motor study on the right reveals a pro-
longed latency at the wrist with normal amplitudes and normal veloc-
ity in the wrist to forearm segment. Ulnar sensory study on the right
reveals no abnormalities.

On the left, the only abnormality on median sensory study is a pro-
longed latency at the wrist. The median motor study is normal.

EMG of the right APB, FDI, pronator teres, FCR, FCU and bicep
muscles reveal no abnormalities. The referring physician is informed
of the electrodiagnostic interpretation so further workup and treat-
ment can occur.

The electrodiagnostic physician bills the following CPT® codes
based on the study performed:

€ Three sensory nerve conduction studies (bilateral median and
right ulnar sensory): 95904 Nerve conduction, amplitude and
latencylvelocity studly, each nerve; sensory x 3 units;

€ Two motor without F wave (median bilaterally): 95900 Nerve
conduction, amplitude and latencylvelocity study, each nerve; motor,
without F wave study x 2 units; and

The AANEM recommended policy for bilateral CTS
suggests three motor and four sensory NC studies,
and one limb EMG, as the maximum number of
studies in 90 percent of such cases.

€ One limb EMG: 95860 Needle electromyography; one extremity with or
without related paraspinal aveas x 1 unit.

Note: The AANEM recommended policy for bilateral CTS sug-
gests three motor and four sensory NC studies, and one limb EMG,
as the maximum number of studies in 90 percent of such cases.

CASE 2: Patient Presents with Multiple Complaints and
Significant Medical History

This case lends itself to a greater number of electrodiagnostic stud-
ies for proper diagnosis.

A 62-year-old female is referred for electrodiagnostic evaluation with
complaints of hand numbness bilaterally over the palmar aspect. She
also has had numbness and tingling in the feet. She has a history of
longstanding diabetes, hypothyroidism, and peripheral vascular dis-
ease. She takes aspirin daily, along with insulin, an oral hypoglycemic
agent, thyroxin, and two antihypertensive medications.

On examination, she is obese with an elevated BMI, dry scaly skin,
and hard nails. There is weakness to toe spread and finger extension
bilaterally, and decreased sensation to vibration and pinprick in the
distal lower extremities. DTRS are decreased throughout. Although
her initial referral was for hand complaints, due to the symptoms in
her legs, a thorough electrodiagnostic evaluation is also needed to
assess the lower extremities.

On NC study, sural sensory responses are absent. Right peroneal
motor and left tibial motor studies reveal slowing of nerve conduc-
tion velocity in the distal segments with borderline low amplitudes.
Median palmar studies reveal no responses bilaterally. Median
motor studies reveal loss of amplitude and slowing of nerve conduc-
tion velocity over the wrist segments, with normal velocities proxi-
mally. Bilateral ulnar motor and sensory nerve conduction studies
are normal.

EMG of the right APB, FDI, pronator teres, EDC and deltoid reveal
increased polyphasic motor units in the APB but are otherwise
normal. EMG of the left APB, FDI, Pronator teres, FCU, and bicep
reveal only increased polyphasic motor units in the APB. EMG of
the Left ADH, EDB, lateral gastrocnemius, and vastus lateralis
reveal increased polyphasic motor units in the ADH and EDB but
are otherwise normal. EMG of the right ADH, EDB and anterior
tibialis reveal increased polyphasic motor units in the right EDB
only. The electrodiagnostic physician communicates the findings to
the referring physician so further management of the patient ensues.
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The electrodiagnostic physician bills the following CPT® codes for
two diagnoses—bilateral CTS and polyneuropathy—for which the
patient was evaluated:

€ Six sensory nerve conduction studies (bilateral sural, median,
ulnar): 95904 x 6 units;

€ Six motor without F wave (bilateral median and ulnar, right per-
oneal, left tibial): 95900 x 6 units; and

€ Two limb EMG: 95861 Needle electromyography; 2 extremities with or
without related paraspinal areas x 1 unit.

Under the AANEM recommended policy, in 90 percent of cases,
polyneuropathy calls for a maximum of four motor and four sensory
NC studies, and three limb EMG; for bilateral CTS, four motor and
six sensory NC studies, and two-limb EMG. The diagnosis of poly-
neuropathy and bilateral CTS increases the number of maximum
recommended nerve studies.

Gloria M. Galloway, MD is professor of neurol-
ogy and pediatrics with the Division of Neurol-
ogy, Nationwide Children’s Hospital, at Ohio
State University Medical Center in Columbus,
Ohio. She is a diplomat and fellow of the Ameri-
can Academy Neurology, and a diplomat for
the American Association of Neuromuscular
and Electrodiagnostic Medicine.

Carpel Tunnel Syndrome
at a Glance

CTS (ICD-9-CM code 354.0 Carpal Tunnel Syndrome)
affects 2-3 percent of adults, with a much higher incidence
among diabetic patients. Nearly 30 percent of diabetics
without associated polyneuropathy suffer CTS; for those
patients with generalized neuropathy, the incidence of CTS
approaches 50 percent (Mendell, Jerry R.; Kissel, John T.;
Cornblath, David R.: Diagnosis and Management of Periph-
eral Nerve Disorders (Contemporary Neurology Series, 59).

Clinical symptoms of CTS are based on median nerve
innervation distribution involving the hand’s first three
digits and the median half of the forth digit, palm, and
wrist, and may be reported over the distal forearm. Symp-
toms typically include paresthesias (a feeling of pins and
needles), and pain and numbness in the median distribu-
tion. If left untreated, CTS may cause weakness, wasting
of the thenar muscle, and loss of fine motor skills.

NC and EMG studies are useful diagnostic tests that com-
plement CTS clinical examination and help to quantify and
characterize abnormalities. A patient’s symptoms, medical
history, and physical examination findings guide electrodi-
agnostic procedures. A thoughtful approach spares the
patient excessive, unnecessary, and potentially uncomfort-
able testing.

[By Gloria M. Galloway, MD ]
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Auditing is your Next Career Step
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» Physicians need certified AUDITORS to prepare for RAC
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by becoming a Certified Auditor (CPMA)
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Take the Stress Out of
Nuclear Medicine

Myocardial
Perfusion Studies

Don't let procedure uncertainties

block better coding judgment.
By David Zielske, MD, CPC-H, CIRCC, CCC, CCS, RCC



Nuclear medicine myocardial perfusion studies have
been performed for many years under a variety of
names such as thallium scan, nuclear medicine stress
test, myocardial perfusion scintigraphy, sestamibi stress
test, and exercise radioisotope scan. The key documen-
tation elements needed to code the procedure appropri-
ately are the type of imaging performed (single photon
emission computerized tomography (SPECT) versus
planar imaging), the number of studies performed, and
the radiopharmaceuticals utilized.

Get the Facts First

Myocardial perfusion studies are performed to deter-
mine the presence and extent of coronary artery
disease. This is based on evaluating decreased blood
flow areas and the presence of reperfusion to the
myocardium (versus an infarct that shows a “fixed”
perfusion defect without reperfusion). The procedure
is also used post-percutaneous stent placement or
post-coronary artery bypass to determine the inter-
vention effectiveness in improving blood supply to
the previously ischemic myocardium.

When there is significant arterial blockage, the scan
reveals decreased blood supply to the portion of the
myocardium the diseased artery supplies during the
initial perfusion study. Delayed images demonstrat-
ing reperfusion (or a reversible defect) suggest viable
myocardium that will respond to revascularization is
present. When there is total occlusion of the artery
without significant collaterals, there is limited or no

reperfusion on delayed images (a fixed perfusion defect)

to that portion of the myocardium.

The myocardial perfusion study requires a radiophar-
maceutical injection localizing to the myocardium. A
gamma camera is utilized to quantify the radioactive
energy emitted by the radiopharmaceutical in the myo-
cardium and, with a computer, an image is produced
showing the quantity of blood flow to the myocardium.

The study is usually performed in two separate phases:
at stress and at rest. Which phase is performed first
depends on the facility’s protocol. On rare occasions,
only the rest or the stress phase of the procedure is per-
formed, instead of both phases.

When there is significant arterial blockage, the scan
reveals decreased blood supply to the portion of the
myocardium the diseased artery supplies during the
initial perfusion study.

For the stress phase of the study, the heart is stressed
by walking on a treadmill or, if the patient can’t
tolerate physical exercise, by injection of a stressing
pharmaceutical such as adenosine, dipyridamole, or
dobutamine.

When the heart is sufficiently stressed, a radiopharma-
ceutical is injected and imaging is performed. In most
cases, the imaging is performed with a gamma camera
that revolves around the patient, known as SPECT or
tomographic imaging. This allows imaging at the opti-
mal angle to visualize the region of interest and elimi-
nate common artifacts. The other method of imaging,
which now is performed rarely, is termed planar imag-
ing; the gamma camera only images a single plane at
a time in a static position rather than rotating around
the patient.

The resting phase of the study can be performed either
by injecting a radiopharmaceutical while the patient is
relaxing, and/or by imaging the patient subsequent to
the stress phase, to determine how the blood redistrib-
utes in the myocardium as it recovers from the stress.
In instances where sestamibi or tetrofosmin are used, a
second radiopharmaceutical injection is performed for
the resting phase.

Imaging, Number of Phases Determine Code
Report only one code from CPT® code series 78460-
78465 for myocardial perfusion stress test. Code
choice is based on whether the study was performed
with SPECT or with planar imaging, and the number
of study phases performed (single study, rest or stress
only; or multiple studies, both rest and stress).
78460 Myocardial perfusion imaging; (planar) single study, at
rest or stress (exercise and/or pharmacologic), with or
without quantification

78461 Myocardial perfusion imaging; multiple studies
(planar), at rest and/or stress (exercise and/or phar-
macologic), and redistribution and/or rest injection,
with or without quantification

78464 Myocardial perfusion imaging; tomographic (SPECT),

single study (including attenuation correction when
performed), at rest or stress (exercise and/or pharma-
cologic), with or without quantification
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78465 Myocardial perfusion imaging; tomographic (SPECT),
multiple studies (including attenuation correction
when performed), at rest and/or stress (exercise and/
or pharmacologic) and redistribution and/or rest injec-
tion, with or without quantification

If SPECT rest and stress studies are performed, report

code 78465. In some facilities, the rest and stress

phases are performed on different days. Report the
two-day protocol study as one procedure code includ-
ing the rest and stress. Do not report the rest and
stress phases (78461 or 78465) separately, as two single
studies, for a two-day study. Use the initial date the
first procedure was performed as the service date for
billing the study.

In addition to myocardial perfusion study codes, there
are two wall motion or ejection fraction evaluation
add-on procedure codes that, when performed, can be
reported separately.

Wall motion determination requires specific cardiac
chambers imaging during contraction to determine the
motion, and function, of the myocardium. This is not an
inherent component of the myocardial perfusion study
and is reported separately with +78478 Myocardial perfu-
sion study with wall motion, qualitative or quantitative study
(List separately in addition to code for primary procedure).

Ejection fraction is a measurement to determine the
volume percentage of blood ejected from the left ven-
tricle in a single heartbeat. This can help physicians
determine appropriate medications to improve cardiac
function and limit congestive heart failure. When
performed, report separately with +78480 Myocardial
perfusion study with ejection fraction (List separately in
addition to code for primary procedure).

Coding for pharmaceuticals varies according to the
substance injected, as follows:

A4641 Radiopharmaceutical, diagnostic, not otherwise
classified

A9500 Technetium TC-99M sestamibi, diagnostic,
per study dose, up to 40 millicuries

A9501 Technetium TC-99M teboroxime, diagnostic,
per study dose

A9502 Technetium TC-99M tetrofosmin, diagnostic,
per study dose

A9505 Thallium TI-201 thallous chloride, diagnostic, per millicurie
J0152 Injection, adenosine for diagnostic use, 30 mg
J0395 |Injection, arbutamine HCI, 1 mg
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J1245 Injection, dipyridamole, per 10 mg
J1250 Injection, Dobutamine hydrochloride, per 250 mg
J2785 Injection, regadenoson, 0.1 mg

Report Cardiac Monitoring Separately

Heart stressing for a cardiac perfusion study’s stress
phase is performed with cardiac monitoring and
close supervision. This component of the procedure is
reportable separately with the appropriate code from
series 93015-93018, depending on who performed the
stress test.

Representing the technical component of a stress test,
hospitals report code 93017 Cardiovascular stress rest
using maximal or submaximal treadmill or bicycle exercise,
continuous electrocardiographic monitoring, andor pharmaco-
logical stress; tracing only, without interpretation and report.

Physicians report one of the following codes, depend-
ing on the portion of the exam performed:

93015 Cardiovascular stress test using maximal or submaxi-
mal treadmill or bicycle exercise, continuous electro-
cardiographic monitoring, and/or pharmacological
stress; with physician supervision, with interpretation
and report

93016 Cardiovascular stress test using maximal or submaxi-
mal treadmill or bicycle exercise, continuous electro-
cardiographic monitoring, and/or pharmacological
stress; physician supervision only, without interpreta-
tion and report

93018 Cardiovascular stress test using maximal or submaxi-
mal treadmill or bicycle exercise, continuous electro-
cardiographic monitoring, and/or pharmacological
stress; interpretation and report only

Report separately the radiopharmaceuticals and stressing
agents with the appropriate HCPCS Level II codes.

References:

National Government Services, Inc., Article for Cardiovascular
Nuclear Medicine - Supplemental Instructions Article (A46181),
01/01/09

Palmetto GBA, LCD for Cardiovascular Nuclear Medicine: Myocar-
dial Perfusion Imaging and Cardiac Blood Pool Studies (128246),
02/26/09

Trailblazer Health Enterprises, LLC, LCD for Cardiovascular
Nuclear Medicine 4C-57AB-R5 (L26583), 03/02/09

David Zielske, MD,
CPC-H, CIRCC, CCC,
CCS, RCC, is an inter-
ventional radiologist and
is president of ZHealth
and ZHealth Publishing
in Brentwood, Tenn.
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Kimberly Ann Viealey, CPC Alva FL.

Kevin P Strasser, CPC Atlantic Beach FL
Arlene M Smith, CPC-H Brandon FL
Alice Jean Huber, CPC Cape Coral FL
Cheryl Seaman, CPC Cape Coral FL
Betsy Hager, CPC Cocoa Beach FL
Roberta Beach-Howell, CPC Deland FL

38 AAPC Coding Edge

Maryann Light, CPC Dover FL

Terry James, CIRCC Dunnellon FL

Janice M Wyant, CPC, CPC-H Fort
Lauderdale FL

Catherine F Edwards, CPC Gainesville FL
Jeniffer L Marquez, CPC Hialeah Gardens FL
Tara Roberts, CPC-H Inverness FL

Patricia Robyn Dixon, CPC Jacksonville FL.
Shemika Gilbert, CPC Jacksonville FL
Lavetta E Jones, CPC Jacksonville FL

Jane A Pelham, CPC, CPC-H Jacksonille FL
Lashelia Spencer, CPC Jacksonwille FL
JoAnn Skrzypek, CPC Jensen Beach FL
Madelin Lam, CPC Miami FL

Natalee Annmarie Mellis, CPC Miami FL
Alberto Ostolaza, CPC Miami FL

Wendy L Owens-Frierson, CPC Miami FL
Jacqueline Y. Diestro, CPC Miami Lakes FL
Rebecca L Rogers, CPC Milton FL

Sophia Juanita Raymond, CPC Miramar FL
Judith Louis, CPC North Miami FL

Gloria McAllister, CPC North Port FL

Torres Mailin, CPC Orlando FL

Deyna Wilson, CPC Orlando FL

Christine Johnson, CPC Pembroke Pines FL.
Lidia O'Brien, CPC Pembroke Pines FL.
Noelle Jean Temple, CPC, CPC-P, CPRC
Plantation FL

Josephine Yakowec, CPC Port St Lucie FL
Kimberly Hearn, CPC Port St Lucie FL
Beatrice Ada Estevez, CPC Punta Gorda FL
Carol Medeiros, CPC Sebastian FL

Virginia Shelhamer, CPC Sebastian FL
Charlotte L DeCristofaro, CPC Spring Hill FL.
Rosemary Morrill, CPC St Petersburg FL
Vanessa Mier, CPC Stuart FL

Elizabeth J Allen, CPC, CPC-H Tampa FL
Mimi Keffer, CPC Tampa FL

Bonnie Henry, CPC Winter Garden FL
Erica Johnson, CPC Atlanta GA

Shannon Kuykendall, CPC Bishop GA
Ginger DeLoach, CPC Brooklet GA

Jessica Annell Little, CPC Carlton GA

Gina Kelly, CPC Cartersville GA

Michele Thompson, CPC Dahlonega GA
Larita Y Elder, CPC Dallas GA

Shelley D DesJardines, CPC Danielsville GA
Evelyn R Hayes, CPC, CPC-H Decatur GA
Esther Wilbanks, CPC Demorest GA

Carol D Reynolds, CPC Douglasville GA
Katrina Machell Jones, CPC Fairburn GA
Tara Padrick Naugle, CPC Grayson GA
Toni Lynn Allen, CPC Hampton GA

Mary R Boyce, CPC Jonesboro GA

M Lamar Nelms, CPC Lexington GA
Angela A Hudson, CPC, CPC-H, CPC-P
Lithonia GA

LaMia Harris, CPC Powder Springs GA
Chris Shoemake, CPC Roswell GA
Deborah Pauldo, CPC Union City GA

Jo Anne Jacobs, CPC Warner Robins GA
Beverly Dawn Davis, CPC Woodstock GA
Kara Lum-Kishaba, CPC Kailua HI

Sean M Baker, CPC, CPC-H Council Bluffs IA
Emily Ann Ring, CPC Council Bluffs IA
Kimberly K Krapfl, CPC Earville IA

Jennifer Ott, CPC Manchster IA

Erika Mcelhinney, CPC Morning Sun IA
TinaMarie O Winn, CPC Boise ID

Amanda Carey, CPC Coeur D'Alene ID
Cheryl Christiansen, CPC Meridian ID

Dani Mcgraw, CPC Post Falls ID

Anna Schmitz, CPC Arlington Heights IL
Kristin L Schoemann, CPC Bloomingdale IL
Gina Duran, CPC Chicago IL

Jolanta Kondrat, CPC Chicago IL

Migdalia Rodriguez, CPC Chicago IL
Andrea Lynn Haenitsch, CPC Dixon IL
Connie D Emmons, CPC East Alton IL
Crystal J Streitmatter, CPC Edwards IL

Lisa D Bertels, CPC Edwardsville IL.
Christine Dionne Taylor, CPC Freeport IL
Loretta Mary Harper, CPC Gren Valley IL
Salma Mirza, CPC-H Lombard IL
Roberta Anne Neve, CPC Macomb IL
Rachel Anne Rhoades, CPC-H Metropolis IL.
Julie M Gehn, CPC Moline, IL

Tiara Marie Davis, CPC Moline IL
Madonna Spayd, CPC Mount Prospect IL
Lisa A Fox, CPC New Windsor IL

Sandra Jo Anderson, CPC Ohio IL

Julie Pitts, CPC Ottawa IL

Ann Harlow, CPC Ottawa IL

Merry L Juchems, CPC Pekin IL

Felicia S Edwards, CPC Peoria IL

Jerri Peradotto, CPC Pinckneyville IL
Brenda L Emrick, CPC-H Quincy IL

Kari A Fiorini, CPC Rock Falls IL.

Teresa Snow, CPC Rock Falls IL

Julie Beck, CPC Sherrard IL

Melissa D Gutierrez, CPC, CPC-H St Charles IL
Aracelis Mills, CPC St Charles IL

Theresa C Sifuentes, CPC Sterling IL
Patricia D Orrison, CPC Tremont IL

Kristy Ann Hughes, CPC Fort Wayne IN
Judith A Stout, CPC, CPC-H Fortville IN
Amelia Stone McElyea, CPC Franklin IN
Kristina Sue Lauer, CPC Ft Wayne IN
Theresa D Hartlage, CPC Henryville IN
Terri Lyn Longardner, CPC Huntington IN
Amy Lagestee, CPC Indianapolis IN
Megan Suzanne Hall, CPC Jeffersonville IN
Tammy K Puzzella, CPC Logansport IN
Jennifer L Krebs-Marquardt, CPC
Monroeville IN

Carman AWilson, CPC Peru IN

Amanda Crouch, CPC Shelbyville IN
Karissa Wesley, CPC Zionsville IN

Bonnie Michelle Taylor, CPC Olathe KS
Thomasine Pahmahmie-Arteaga, CPC
Topeka KS

Callie F Brown, CPC Crestwood KY
Jennifer Nicole Cox, CPC Elizabethtown KY
Cindy R Brooks, CPC Fisherville KY

Mia Lewis, CPC Fort Knox KY

Mary Ann Hacker, CPC Frankfort KY
Rajena P Judd, CPC Louisville KY
Cynthia Lynn Baskin, CPC Louisville KY
Pamela Marie Broyles, CPC Louisville KY
Thonsha L Chiles, CPC Louisville KY
Melissa Coffey, CPC Louisville KY

Joseph Raymond Ford, CPC Louisville KY
Bonnie Fries, CPC Louisville KY

Crystal Grisby, CPC Louisville KY

Nicole G Guernsey, CPC Louisville KY
Shanikia Marie Ingram, CPC Louisville KY
Maria Roberts, CPC Louisville KY

Angela Yvonne Snadon, CPC Louisville KY
Johnnita Squires, CPC Louisville KY
Theda Sue Walls, CPC Louisville KY
Shannon Young, CPC Louisville KY
Deborah Faye Whitehouse, CPC Mt
Washington KY

Carolyn Jean Thompson, CPC Radcliff KY
Mandy Jean Baker, CPC Shepherdsville KY
Lisa Joseph Allen, CPC Baton Rouge LA
Liz Nassar, CPC Baton Rouge LA

Patrice English, CPC Beton LA

Kathleen Eschete, CPC Lafayette LA
Shannon Thibodeaux, CPC Port Allen LA
Kelly Rivet, CPC Prairieville LA

Cherryl Denise White, CPC Princeton LA
Kathryn Covington, CPC Shreveport LA
Susan M Kustka, CPC Abington MA
Barbara Santaniello, CPC Agawam MA
Jean Wyman, CPC Agawam MA

Lyn Maria Lourenco, CPC Chicopee MA
Lisa M Vieira, CPC Marstons Mills MA
Diane Kurkulonis, CPC Montague MA
Jeanne S Gershman, CPC Norton MA

James M King, CPC Quincy MA

Kathleen Hall, CPC Raynham MA

Maureen McKeever, CPC Rockland MA
Janet L Roy, CPC Seekonk MA

Linda M Farretta, CPC-H Sharon MA
Denise Aberdale, CPC Southampton MA
Joan Timm, CPC Springfield MA

Lisa Anne Toon, CPC, CPC-H Westport MA
Shamayne C Edmonds, CPC Baltimore MD
Juliette Psama Fuller, CPC Bladensburg MD
Belinda D Musser, CPC Clarksburg MD
Adebisi C Davies, CPC Columbia MD
Catherine Race, CPC Gaithersburg MD
Tayo Stone, CPC Laurel MD

Vikki Parke, CPC Owings Mills MD

Kelly Elizabeth Kamps, CPC Rising Sun MD
Barbara Jefferson, CPC Salisbury MD
Kathy Clendenning, CPC Bangor ME
Betty J McDaniel, CPC Allegan MI

Susan Sturmer, CPC Armada MI

Wendy P Duplessis, CPC Farmington Hills MI
Kimberley Ann Urbaniak, CPC Fenton MI
Rebecca Grabowski, CPC Grand Rapids MI
Linda Wietecha, CPC Harrison Township MI
Shelley Jo Mast, CPC Holland MI

Kelly Ortega, CPC Holland MI

Gina Marie Grubinski, CPC Indian River Ml
Susan Eileen Evans, CPC Kalamazoo MI
Mary Rikley, CPC Kentwood MI

Margaret E Greenman, CPC Lansing MI
Christy M Hickman, CPC Lincoln Park Ml
Kelly Patrician, CPC Oakland Twp MI

Joyce Faman-Martin, CPC Portage MI
Lana S Healy, CPC Saline MI

Pamela Lear, CPC South Lyon MI

Vicky Mazza, CPC St Clair Shores MI
Kimberly Ann Kovach, CPC Warren MI
Joanne Webster, CPC Warren MI

Julie Ann Dziekan, CPC White Lake MI
Janet Marie Little, CPC Wyandotte M

Beth Venier, CPC, CPC-H Ypsilanti MI
Deborah A Stone, CPC Battle Lake MN
Theresa Hopkins, CPC Bemidji MN

Jayne Hoffarth, CPC Bloomington MN
Christina R Anderson, CPC Eagan MN
Kerri Dolan, CPC Fergus Falls MN

Donna Mae Christianson, CPC, CPC-H
Hibbing MN

Lisa AWicken, CPC Lino Lakes MN
Juanita Kay Carlson, CPC Minneapolis MN
Sean P Hehir, CPC Minneapolis MN
Richard John Schreck, CPC Minneapolis MN
Jennifer A Stevensen, CPC Minneapolis MN
Marylisa Tippett, CPC Minneapolis MN
Linda Dooher, CPC Moorhead MN

Karissa Higgins, CPC New Brighton MN
Becky Lynn Ryberg-Hernandez, CPC
Roseville MN

Amy Lynn Cisneros, CPC Shoreview MN
Nadene S DeVore, CPC St Michael MN
Barb Hollerung, CPC St Paul MN

Dawn Butau, CPC Zimmerman MN

Gina Rayboum, CPC, CPC-H Appleton City MO
Trisha Bowman, CPC Amold MO

Rebecca Ann Soulis, CPC Belfton MO
Amber Condren, CPC Columbia MO
Heather Marie Kiswani, CPC Fenton MO
Angela Nadeau, CPC Grain Valley MO
Janet Carroll Snell, CPC Harrisonville MO
Debra Ann Hart, CPC Imperial MO
Margaret Kaughman, CPC Joplin MO

Julie Baker, CPC Kansas City MO

Trina M Meyer, CPC New Haven MO
Dianne M Gormly, CPC Peculiar MO

Tyren S Cotton, CPC St Louis MO

Kathleen M Gezella, CPC St Louis MO
Jacquelyn M Syberg, MT, CPC St Louis MO
Adrienne Herrera, CPC St Louis MO
Teresa Ann Orf, CPC Wentzvile MO
Jennifer Alice Corbett, CPC East Helena MT

Suzanne Hassler, CPC East Helena MT
Tiffiny Shay Anaya, CPC Helena MT

Stacie Kay Burns, CPC Helena MT

Lori Eslick, CPC Helena MT

Sheri Lynn French, CPC Helena MT
Joanne Romasko, CPC Helena MT

Julie Sakaguchi, CPC Helena MT

Jenifer Sampson, CPC Helena MT

Kristin Ann Thompson, CPC Helena MT
Sheila Willoughby, CPC Winston MT
Cynthia S Maier, CPC Archdale NC
Georgette Cameron, CPC Cape Carteret NC
Suzanne Rallis, CPC Charlotte NC

Monica Lanise Lucas, CPC Durham NC
Stacey Bone, CPC Greenville NC

Tara N Creasman, CPC Hendersonville NC
Diane Darden, CPC Kinston NC

Evangela Evans, CPC Mebane NC
Lakesha L Brown, CPC Raleigh NC
Patricia Horvatich, CPC Raleigh NC

Jane Christina Mansell, CPC Raleigh NC
Elissa Maw Shelton, CPC Rural Hall NC
Jennifer Welch, CPC Thomasville NC
Donna Pardue, CPC Tobaccoville NC
Shannon Kibler, CPC Winston Salem NC
Kristy Nelson, CPC Winston Salem NC

Jill Walters, CPC Winston Salem NC

Gail M Aamold, CPC Bismarck ND
Christine M Mayer, CPC Bismarck ND
Nancy A Volk, CPC Bismarck ND

Katie L Wolf, CPC Bismarck ND

Jennifer Sue Evans, CPC Fargo ND

Marcy M Keller, CPC Mandan ND

Brooke L Schaff, CPC Mandan ND
Lucinda Wallner, CPC Wahpeton ND

Dana C Edwards, CPC, CPC-H Bellevue NE
Marlene Rolf, CPC Dodge NE

Breanne K Biehl, CPC, CPC-H Fremont NE
Janet K Walter, CPC, CPC-H La Vista NE
Linda Handke, CPC Lincoln NE

Chelisa Devine Clark, CPC, CPC-H, CPC-P,
CIRCC, CPC- Omaha NE

Jennifer L Desoe, CPC Omaha NE

Michael K McCollum, CPC, CPC-H Omaha NE
Jodi Lynn Remar, CPC, CPC-H Omaha NE
Ellen F Schwartz, CPC Omaha NE
Deborah K Wohlenhaus, CPC Omaha NE
Laura N Wright, CPC Omaha NE

Teri L Parks, CPC, CPC-H Plattsmouth NE
Susan Pepin, CPC Epsom NH

Evelyn Briggs, CPC Hopkinton NH

Carolyn O'Neil, CPC Londonderry NH
William Anthony Josey, CPC Bergenfield NJ
Karen Y Ponce, CPC Boonton NJ

Nicole Loiacono, CPC Bridgewater NJ
Cindy Wilno, CPC Hamilton NJ

Karla L Cisneros, CPC Leonia NJ

Kenneth Kleinendorst, CPC Lincoln Park NJ
Shamise Y Edwards-Johnson, CPC Linden NJ
Tricia A Ibrahiem, CPC Linden NJ

Lynne McCaffery, CPC-H Morris Plains NJ
Brenda Price, CPC Newark NJ

Paula A Escobar, CPC North Bergen NJ
Maria V Correa, CPC Palisades Park NJ
Dawn Marie Rampas, CPC Toms River NJ
Cheryl Tarsia, CPC Toms River NJ

Sachiyo Engleton, CPC Las Vegas NV
Emma O'Reilly, CPC East Hampton NY
Vicki Davis, CPC Elmira NY

Wendy L Fitzpatrick, CPC Hornell NY

Edith Mustavs, CPC Liberty NY

Susan A Reynolds, CPC Niagara Falls NY
Bhanmattie Ramnarain, CPC Ozone Park NY
Barbara Skwarek-Lally, CPC Patchogue NY
Heidi Lynn Knapp, CPC Rochester NY
Srinivasan Raja, CPC Scarsdale NY

Keith Patrick McDonald, CPC, CPC-H,
CPC-P Smithtown NY

Kelly Ann Coleman, CPC Staten Island NY
Christina M Terry, CPC Boardman OH

Mandy Baumgardner, CPC Dover OH
JoAnn Thur, CPC Euclid OH

Rita M Malara, CPC Hubbard OH

Sandra Stepan, CPC Lakewood OH

Vickie J Whitmore, CPC Leavittsburg OH
Barbara Ann Cottle, CPC Medina OH
Kimberly M Home, CPC New Middletown OH
Anna M Knight, CPC New Middletown OH
Maxine D Fox, CPC South Euclid OH
Atanu Prasad, CPC Clackamas OR

Eileen Beck, CPC Florence OR

Judi Smrekar, CPC Florence OR

Radhika Sekhri Breaden, CPC Lake
Oswego OR

Lisa Els, CPC Lake Oswego OR

Kelly R Ballas, CPC Portland OR

Lisa Ann Bisgard, CPC Portland OR

Todd Cameron Brugger, CPC Portland OR
Antonio Andrew Daniels, CPC Portland OR
Scott Griffith Dunlap, CPC Portland OR
Melissa Hainz, CPC Portland OR

Molly B Herrmann, CPC Portland OR
Steven Edward Lester, CPC Portland OR
Janet Robinson Macdonell, CPC Portland OR
Melanie M Plaut, CPC Portland OR

Attilia Marie Sawyer, CPC Portland OR
Christopher O Thomas, CPC Portland OR
Katherine M Traunweiser, CPC Portland OR
Mary Felder, CPC Salem OR

Pat Cunningham, CPC Swisshome OR
Marilyn C Weber, CPC Tigard OR
Stephanie Coronado, CPC West Linn OR
Debra K Helterline Koehn, CPC West Linn OR
Emma Colon, CPC Allentown PA

Karyn Leasher, CPC Bensalem PA

Elyse N Carrullo, CPC Berwyn PA

Diana M Lugo, CPC Bethlehem PA

Ryan Nadasi, CPC Bushkill PA

Suzanne Nevius, CPC Danville PA

Kelly J Burch, CPC East Stroudsburg PA
Lisa A Rhoads, CPC Easton PA

Nancy Dedik, CPC Hatfield PA

Patricia A Dickson, CPC Hermitage PA
Rebecca Miller, CPC Levittown PA
Margaret Ball, CPC, CPC-H Media PA
Shelly Williams, CPC Mt Bethel PA

Janice L Baltz, CPC Nazareth PA

Michele Charf, CPC Nazareth PA

Marcie Rudnick, CPC Newtown PA
Dineen Kramer, CPC Perkasie PA

Laura K Emenheiser, CPC Red Lion PA
Chrissy Grandy, CPC Sharpsville PA
Eugenia A Taylor, CPC Stroudsburg PA
Dyan Boss, CPC Yardley PA

Patricia Marie Carlone, CPC Barrington R
Lisa A Hanley, CPC Cranston RI

Elaine A Lacroix, CPC Lincoln RI

Michele Spinacci, CPC North Providence RI
Pamela Joseph, CPC Pawtucket RI

Delia Fitzgerald, CPC Warwick RI

Sarah M St Germain, CPC W. Warwick RI
Karen Tavares, CPC Westerly RI

Kimberly A Stachow, CPC Woonsocket RI
Janee M Dixon, CPC Columbia SC
Catherine L Rivers, CPC Columbia SC
Tricia M Packer, CPC Florence SC

Judy Elaine Vasquez, CPC Fountain Inn SC
Sandra D Ashe, CPC Greenville SC
Pamela Jayne Redding, CPC Greenville SC
Abigail Christine Stanley, CPC Greenville SC
Tonya W. Cureton, CPC Mauldin SC
Ashley Porter Young, CPC Pickens SC
Nancy Brown, CPC Piedmont SC
Stephanie L Brown, CPC Piedmont SC
Alison | Gregerson, CPC-P Prosperity SC
Ola Boland, CPC Smoaks SC

Stephanie W Smith, CPC Spartanburg SC
Perrie M Brown, CPC Sumter SC

Annette Gaines Butler, CPC Vance SC
Nanci Powers, CPC Clarksville, TN




Joni R McGonigle, CPC, CPC-H Greenbrier TN
Telisha Hunt, CPC Jackson TN

Jessica N Fusco, CPC Lavergne TN

Lori Anne Chelette, CPC Lebanon TN
Jennifer Crouch, CPC Medina TN

Betty J Wynne, CPC Murfreesboro TN
Charmaine Harris, CPC Nashville TN
Craig Plattner, CPC Nashville TN

Anita Elder, CPC, CIRCC Qoltewah TN
Erica Filorio, CPC Abilene TX

Diane Elizabeth Bowling, CPC Amarillo TX
Isabel C Gonzalez, CPC Austin TX

Holly Hays Eads, CPC Clarendon TX
Tamara Battle, CPC Coppell TX
Cassaondra Singleton, CPC Fort Hood TX
Tarrin Degrate, CPC Fort Worth TX

Linda Herrera, CPC Fort Worth TX
Conrad Carr, CPC Grand Prairie TX
Sylvia L Wong, CPC Grapevine TX
Michelle Lynn Cole, CPC Greenville TX
Courtney S. Manuel, CPC Houston TX
Sylvia Shaver, CPC Jacksonville TX
Yolanda Smith, CPC Killeen TX

Georgia Miller, CPC Longview TX
Samantha Wright, CPC Longview TX
Kathy L Snelson, CPC Lubbock TX

Karen Hoffpauir, CPC-P Nederland TX
Rebekkah Harris, CPC San Angelo TX
Vida Elizondo, CPC San Antonio TX

Irma Guillen, CPC San Antonio TX
Margaret Hiebert, CPC Seminole TX

Eva L Reed, CPC-H Spring TX

Jessica Chladek, CPC Webster TX
Wendy M Smith, CPC Bluffdale UT

Kelly D Hall, CPC Castle Dale UT

Jessica Dahl, CPC-H Murray UT

Stacie Gibbs, CPC North Ogden UT
Aubrey Manhart, CPC Orem UT

Sandy Hill, CPC-P Salt Lake City UT
Meredith Kriesel, CPC Salt Lake City UT
Brandi Suthar, CPC Salt Lake City UT
Rebecca Kaye Davis, CPC Sandy UT
Elisa | Wolf, CPC Sandy UT

Sarah B Hathenbruck, CPC Salt Lake City UT
Rebecca Huffman, CPC Sunset UT
Melissa D Mensing, CPC Washington UT
Kaylene Daugherty, CPC West Jordan UT
Robyn Sly, CPC West Jordan UT

Carmen L Crappell, CPC Chantilly VA
Cynthia Burruss, CPC Richmond VA
Tracie Baker, CPC Roanoke VA

Lori Michelle Taylor, CPC Stuarts Draft VA
Cheryl J Kinney, CPC Virginia Beach VA
Wenonah K Lupinsky, CPC Virginia
Beach VA

Milenka Raymo, CPC Virginia Beach VA
Corrina A Silva, CPC Virginia Beach VA
Brenda M Wilkening, CPC Virginia Beach VA
Karyl L Bailey, CPC Washington VA
Michael S Resan, CPC Whitacre VA
Shelley Watts, CPC Rutland VT

Holly Nicole Dodge, CPC Auburn WA
Mandy Wiebe, CPC Blaine WA

Ann Nelms, CPC Bonney Lake WA
Barbie L Baird, CPC East Wenatchee WA
Kari Dianne Forysiak, CPC Eatonville WA
Carolyn Bolechala, CPC Gig Harbor WA
Carrie L Ryan, CPC Gig Harbor WA

Sara Bracking, CPC Graham WA

Dara Barnes, CPC, CPC-H La Center WA
Nayla R Brawner, CPC Mountlake
Terrace WA

Alberta D Cooper, CPC Puyallup WA
Laura Lee Clinton Roberts, CPC Puyallup WA
Kat Terran, CPC Seattle WA

Michelle Anne Burgett, CPC Spokane WA
Wendy Corkrum, CPC Spokane WA
Winona Golden, CPC Spokane WA
Stephanie Lantzer, CPC Spokane WA
Paggy Mueller, CPC Spokane WA

Michelle Sobrepena, CPC Spokane WA
Tamara Oliverson, CPC Spokane Valley WA
Donna Lynn Deahl, CPC Sumner WA
Sharla Lanette Mauhar, CPC Tumwater WA
John Anthony Sobeck, CPC Vancouver WA
Sherry L Stokey, CPC Vancouver WA
Kimberly Lynn Chitko, CPC Crandon WI
Peggy A Schilling, CPC Cumberland WI
Melissa Zoromski, CPC Green Bay WI
Linda Minnick, CPC New Richmond WI
Jamie Knox, CPC Charleston WV

Maggie McCabe, CPC, CPC-H, CPC-P
Charleston WV

Bobbie Jo Mayer, CPC Fairmont WV
Michelle D Franks, CPC Lehew WV
Amanda Raveaux, CPC Weirton WV

Apprentices

Italia Tavano, CPC-H-A FPO AE

Haley Lynn Hagin, CPC-A Anchorage AK
Thelma Pepion, CPC-H-A Anchorage AK
Victoria L Stoll, CPC-A Anchorage AK
Maria Salado, CPC-A Elmendorf Afb AK
Tom Tymrak, CPC-A Homer AK

Darla Baker-O'Larick, CPC-A Ketchikan AK
Amanda Stephens, CPC-A Ketchikan AK
Michelle D Catlett, CPC-A Wasilla AK

Paula A Anderson, CPC-A Andalusia AL
Marsha Douglas, CPC-A Andalusia AL
Carmen Martin, CPC-A Andalusia AL
Candice Waldrop-Hill, CPC-A Birmingham AL
Nicholas Steven Harig, CPC-A Calera AL
Velvet Renae Kiley, CPC-A Daleville AL
Natasha R Tibbals, CPC-A Dothan AL

Rita Lynn Jaggars, CPC-A Midland AL
Kunjan Anshumali, CPC-A Mobile AL
Candace Deana Harper, CPC-A Newton AL
Kay L Fields, CPC-A Opp AL

Jennifer L Boone, CPC-A Ozark AL

Casey Farler, CPC-A Pinson AL

Stacey M Crowe, CPC-A Sylacauga AL
Sheryl O Lemons, CPC-A Vincent AL

Mary Guzick, CPC-A Gilbert AZ

Flora Guzick-Shoemaker, CPC-A Gilbert AZ
Andrea Martinez, CPC-A Gilbert AZ

Valerie Anderson, CPC-A Mesa AZ
Jennifer J Marino, CPC-A Mesa AZ
Jennifer Lynn Dion, CPC-A Phoenix AZ
Michelle N Cooper, CPC-A Nassau Bahamas
Kara V Dean, CPC-A Nassau Bahamas
Ava Raimo, CPC-A Antioch CA

Celia D Romero, CPC-A Antioch CA

Naomi Ojeda, CPC-A Apple Valley CA
Alejandra Montanez, CPC-A Bell Gardens CA
Yadira Santos, CPC-A Bell Gardens CA
Andrea Guerrero, CPC-A Brentwood CA
Kim Hellebrandt, CPC-A Burbank CA
Susan Michelle Leiva, CPC-H-A Burbank CA
Lydia Kakaire, CPC-A Canoga Park CA
Lynn Garcia, CPC-A Carson CA

Gail Clark, CPC-A Cerritos CA

Brenda Coughlin, CPC-A Chula Vista CA
Catrina Storm, CPC-A Chula Vista CA
Reyna Rojo-Flores, CPC-A Compton CA
Jane H Griffiths, CPC-A Dixon CA

Abel Arias, CPC-A Downey CA

Mayuree Maneelert, CPC-A Downey CA
Rosa Morales, CPC-A Downey CA

Lina Sionosa, CPC-A Downey CA

Diana Stearns, CPC-A Downey CA

Erin G Leach, CPC-A El Cerrito CA

Vanthy Keo, CPC-A Elk Grove CA

Jamilah M Rogers, CPC-A Elk Grove CA
Caridad J Trujillo, CPC-A Escondido CA
Jean Sandoval, CPC-A Fontana CA
Victoria M Legaspi, CPC-A Fremont CA
Thelma Pidazo, CPC-A Fullerton CA
Sukhmani Kaur, CPC-A Galt CA

Dorothy Mendiola Celucia, CPC-A Glendale CA

Princess Weckman, CPC-A Granada Hills CA
Deannatus Griffit-Edwards, CPC-A Hayward CA
Cathy Loew, CPC-A Hercules CA

Mukesh Bhatia, CPC-A Hidden Hills CA
Patrick Gabriel Alano, CPC-A Irvine CA
Andrea Laine, CPC-A Lakeside CA

Jose Aleman, CPC-A Los Angeles CA

Judy Gibbs, CPC-A Lynwood CA

Hazel Ramos Jonas, CPC-A Lynwood CA
Gabriela Sanchez, CPC-A Lynwood CA
Lani Suhling, CPC-A Martinez CA

Edgar Fernandez Cuenco, CPC-A
Moorpark CA

Theresa Montecines Cuenco, CPC-A
Moorpark CA

Koua Cha, CPC-A Mountain View CA
Frances Davies, CPC-A Northridge CA
Harriet Elizondo, CPC-A Norwalk CA

Geidy Espinoza, CPC-A Norwalk CA

Donna Marie Johnson, CPC-A Paradise CA
Karla Osuna, CPC-A Paramount CA

Karen D Lenz, CPC-A Petaluma CA

Bertha Chacon Torres, CPC-A Pinion Hills CA
Danielle Renee Baker, CPC-A Pinole CA
Christine A Galgiani, CPC-A Pleasant Hill CA
Lavetta Gyant, CPC-A Pleasant Hill CA

Ines D Bibiano, CPC-A Pleasanton CA
Marie Blackwood, CPC-A Rancho Palos
Verdes CA

Don Davis, CPC-A Rancho Palos Verdes CA
Young Hee Song, CPC-A Rancho Palos
Verdes CA

Anetra Celana Jones, CPC-A Richmond CA
Charlene M Olden, CPC-A Richmond CA
Mouang Fin Saechao, CPC-A Richmond CA
Jeff E Van Hofwegen, CPC-A Riverside CA
Cheryl Tubig, CPC-A Rohnert Park CA
Michelle R Cooper, CPC-A Sacramento CA
La Pria Kewan Johnson, CPC-A Sacramento CA
Manijit Kaur, CPC-A Sacramento CA

Ka Kary Thao, CPC-A Sacramento CA
Stephanie Rrachel Vessey, CPC-A San
Bernardino CA

James C Christensen, CPC-A San Diego CA
Lorrie Gallagher, CPC-A San Francisco CA
Karlara S Guzman, CPC-A San Francisco CA
Imelda Gernan Papageorge, CPC-A San
Francisco CA

Rogelio J Salazar, CPC-A San Francisco CA
Antonio Viray Torres, CPC-A San Francisco CA
Theresa T Meador, CPC-A San Jose CA
Shannon Hendrika Elizabeth Huibers,
CPC-A Santee CA

Peter De Guzman Flores, CPC-A South San
Francisco CA

Jingqun Luo, CPC-A South San Francisco CA
Jessica Marie Munoz, CPC-A Sunnyvale CA
Lynn Dildilian, CPC-A Torrance CA

Joan Gerhardt, CPC-A Torrance CA

Kyung Ran Kim, CPC-A Torrance CA
Valerie Rushton-Davis, CPC-A Torrance CA
Huylang Ung, CPC-A Torrance CA

Elaine Alvarez, CPC-A Tustin CA

Abigail Santos Rosacia, CPC-A Van Nuys CA
Martine Purdy, CPC-A Wildomar CA
Danielle Marie Bender, CPC-A Aurora CO
Carol Davidson, CPC-A Colorado Springs CO
Susan E Hartman, CPC-A Denver CO
Karen Erickson, CPC-A Grand Junction CO
Shemie D McMurdy, CPC-A Grand Junction CO
Beth M Wilcox, CPC-A Grand Junction CO
Susan Kuykendall, CPC-A Littleton CO
Margaret Stone, CPC-A Littleton CO

Jerri Reed, CPC-A Mack CO

Melanie Kasimatis, CPC-A Parker CO
Theresa Spear, CPC-A Thornton CO

Julie Grimm, CPC-A Brooklyn CT

Linda L Ward, CPC-A Cheshire CT
Shalonda Moore, CPC-A Danbury CT
Nancy Raver-Granger, CPC-A Hamden CT

Katherine Fournier, CPC-A Hartford CT
Cathleen Magrath, CPC-A Meriden CT
Teresa Bailen, CPC-A Middletown CT
Elizabeth A Watson, CPC-A Middletown CT
Margaret Cummings, CPC-A Naugatuck CT
Barbara Ann Greco, CPC-A Naugatuck CT
Tamiko R Cruz, CPC-A New London CT
Ariella Zita Simon Riccardi, CPC-A
Newington CT

Carey Beausoleil, CPC-A Plainville CT
Chrissy Miles, CPC-A Shelton CT

Anna O'Meara McCue, CPC-A Simsbury CT
Kristen Kowalczyk, CPC-A Southington CT
Tasheen Miller, CPC-A West Haven CT
Laurie Ann Lee, CPC-A West Simsbury CT
Barbara E Walls, CPC-A Bear DE

Tanya Lee Gagnon, CPC-A Wilmington DE
Ann Marie Brown, CPC-A Cape Coral FL
Cindy Stothers, CPC-A Cape Coral FL
Jennilee Williams, CPC-A Cape Coral FL
Kenneth W Lynch, CPC-A Casselberry FL
Christine L Koganovsky, CPC-A Cooper City FL
Sharon Woozencroft, CPC-A Coral Springs FL
Anne A Taylor, CPC-A Dunedin FL

Deborah Comella, CPC-A Ft Myers FL.
Felisha Gonzalez, CPC-A Ft Myers FL
Wendy Hunter, CPC-A Ft Myers FL

Karla Kubisz, CPC-A Holiday FL

Wendy Botie, CPC-A Largo FL

Lewie A Fear, CPC-A Largo FL

Karen Tobin, CPC-A Margate FL

Elizabeth Fennell, CPC-A N Ft Myers FL
Paul Ecklund, CPC-A New Port Richey FL
Julienne P Wyckoff, CPC-A New Port Richey FL.
Andrea P Malcolm, CPC-A N. Lauderdale FL
Noemi Medina, CPC-A Orlando FL

Sheila Parow, CPC-A Oviedo FL

Heather E Crowe, CPC-A Pensacola FL
Kimberley P McCoy, CPC-A Pensacola FL
Shavon Jackson, CPC-A Pompano

Beach FL

Anita Pruschen, CPC-A Port Charlotte FL
Hildegard Strong, CPC-A Port Charlotte FL
Marian M Sanford, CPC-A Port St Lucie FL
Kendra J Walkenhorst, CPC-A Riverview FL
Beverly A Robinson, CPC-A Sanford FL.
Robert Reece, CPC-A Silver Springs FL
Dawn M Brown, CPC-A St Petersburg FL
Teresa Dolecki, CPC-A Stuart FL

Mary Kim Garrett, CPC-A Vero Beach FL
Patricia Kruza, CPC-A Vero Beach FL
Lavonne Scott, CPC-A Vero Beach FL
Stephanie Woodfield, CPC-A Vero Beach FL
Maria Figueroa, CPC-A West Palm Beach FL
Elba W Hernandez, CPC-A Winter Park FL
Patricia Stone, CPC-A Winter Springs FL
Diane Sinclair, CPC-A Conyers GA
Elizabeth T Moss, CPC-A, CPC-H-A
Cumming GA

Brenda Landmon, CPC-A Dallas GA
Sandra Ray Thomason, CPC-A Douglasvile GA
Tamara Hopkins, CPC-A Marietta GA

Jeri Breazeale, CPC-A Marietta GA

Devra Shayne Smith, CPC-H-A Oxford GA
Kaleilehua Bruchal, CPC-A Ewa Beach HI
Ramona Quisano, CPC-A Ewa Beach HI
Imaikalani Joy Kam-Hee Kaleponi Chock,
CPC-A Honolulu HI

Sheri Ann De Lara, CPC-A Honolulu HI
Ann Konn, CPC-A Honolulu HI

Kristen Minato, CPC-A Honolulu HI

Terry Sue Satta, CPC-A Honolulu HI

Leslie Tsushiyo Watanabe, CPC-A Honolulu HI
Brianna Lane, CPC-A Davenport IA
Yolanda E Rodriguez, CPC-A Le Claire 1A
Marsha S Simmons, CPC-A West Amana IA
Mary Chappell, CPC-A Boise ID

Jennifer Gutenberger, CPC-A Boise ID
Angelina Rom, CPC-A Boise ID

Susan Tuck, CPC-A Boise ID

newly credentialed members

Debbie Trogstad, CPC-A Coeur D'alene ID
Velma J Yung, CPC-A Post Falls ID

Teresa Romano, CPC-A Arlington Heights IL
Andrea Lynn Cronch, CPC-A Bridgeview IL
Dorota Borejszo, CPC-A Chicago IL
Agnieszka Nasuta, CPC-A Chicago IL

Lisa Marie Armstrong, CPC-A Dixon IL
Lauren K Hofmann, CPC-A Dixon IL

Julie Kay Kofoid, CPC-A Dixon IL

Joann L Long, CPC-A Dixon IL

Cynthia K Wiliams, CPC-A Dixon IL

Sarah A Caunter, CPC-A Dunlap IL

Andrea Vandermolen, CPC-A Elgin IL
Sharon Sue Scudder, CPC-A Forreston IL.
Teresa Ann Gahm, CPC-A Freeport IL
Shelita 0'Sha Jordan, CPC-A Freeport IL
Jack lvan Law, CPC-A Harvel IL

Kimberly Wetter, CPC-A Loves Park IL
Tamara S Bradshaw, CPC-A Mt. Morris IL
Carin Walsh, CPC-A Northbrook IL

Laura M Fincher, CPC-A O'Fallen IL
Rebecka A Walden, CPC-A Peoria IL

Nicole Marie Barger, CPC-A Polo IL
Jennifer Lynn Miller, CPC-A Polo IL

Sarah L Denning, CPC-A Rock Falls IL
Mary C Swanson, CPC-A Rock Falls IL
Melissa A Wicks, CPC-A Rock Falls IL

Irene Teresa Detmer, CPC-A Rushwille IL
Jennifer Genore, CPC-A South Beloit IL
Jessica G Baker, CPC-A Springfield IL
Alesha Marie Gamble, CPC-A Springfield IL
Annette Michelle Hill, CPC-A Springfield IL
Tyreis R Robinson-Crushshon, CPC-A
Springfield IL

Alic Mckenzie Walker, CPC-A Springfield IL
Keita Rae Whitfield, CPC-A Springfield IL
Brade C Carlson, CPC-A Sterling IL

Nancy Tienhaara, CPC-A Streamwood IL
Colby A Coleman, CPC-A Villa Grove IL
Elizabeth A Holford, CPC-A Winchester IL
Sharon L Warstler, CPC-A Butler IN

Leslie L Dunaway, CPC-A Camby IN
Karynn Slider, CPC-A Covington IN

Leslie B Harris, CPC-A Fishers IN

Rochelle Dwyer, CPC-A Floyds Knobs IN
Janet Smith, CPC-A Franklin IN

Courtney Batykefer, CPC-A Greenwood IN
Shannon Jarrell, CPC-A Greenwood IN
Kristy Sanchez, CPC-A Hammond IN
Martha Jane Forst, CPC-A Huntington IN
Marvette Nance Diallo, CPC-A Indianapolis IN
Carolyn S Hook, CPC-A Indianapolis IN
Sarah Mcelyea, CPC-A Indianapolis IN
Elizabeth Elise Gray, CPC-A Jeffersonville IN
Carolyn Ann White, CPC-A LaGrange IN
Sharla Elizabeth Swanson, CPC-A, CPC-H-A
Mooresville IN

Sandra E Trisler, CPC-A, CPC-H-A
Mooresville IN

Gloria J Rausch, CPC-A Orland IN

Peggy L Crawford, CPC-A South Whitley IN
Terri L Stevens, CPC-A Spencenville IN
Chantel Harold, CPC-A Whiteland IN
Sheryl A Clausen, CPC-A Girard KS

Brielle Cowart, CPC-A Junction City KS
Katherine Folk, CPC-A Lenexa KS

Lori Adams, CPC-A Olathe KS

Sheela Ava, CPC-A Overland Park KS
Sandra Haenchen, CPC-A Overland Park KS
Beverly Hembree, CPC-A Overland Park KS
Vicki Hess, CPC-A Overland Park KS

Diane Sontag, CPC-A Overland Park KS
Lea Ann Poe, CPC-A Shawnee KS

Carrie L Wilson, CPC-A Shawnee KS

Trina J Brown, CPC-A Stillwell KS

Heather D. Worthan, CPC-A Wichita KS
Timothy W Shackleford, CPC-A Batford KY
Beverly A Stallins, CPC-A Dawson Springs KY
Christina M Hourigan, CPC-A Fairdale KY
Kathryn Kirkpatrick McCarty, CPC-A La
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Grange KY

Karen E Dobbs, CPC-A La Grange KY
Lasha D Fowler, CPC-A Louisville KY
Teresa T Gilfillan, CPC-A Louisville KY

Nikki Gleaves, CPC-A Louisville KY

Crystal Lynn Guynes, CPC-A Louisville KY
Emeline M Harmon, CPC-A, CPC-H-A
Louisville KY

Jacqueline Keith, CPC-A Louisville KY
Courtney L Mangum, CPC-A Louisville KY
Lauren Lee McIntosh, CPC-A Louisville KY
Richard Allen O’Connor, CPC-A Louisville KY
Venus L Richardson, CPC-A Louisville KY
Diane Marie Southard, CPC-A Louisville KY
Lorri Tanner, CPC-A Louisville KY

Tracey L Burgess-Austin, CPC-A Mitton KY
Brittany N Miles, CPC-A Mt Washington KY
Ann Lavell Wilcher, CPC-A Mt Washington KY
Kimberly Hartsog Skaff, CPC-A Radcliff KY
Marilyn Cecil, CPC-A Versailles KY

Erica Renea Gault, CPC-A Bossier LA
Dannielle M Thomas, CPC-A Harvey LA
Katherine Diane Hamlet, CPC-A Keithville LA
Freda Smith, CPC-A Logansport LA
Deirdra Ann Daigle, CPC-A Metairie LA
Mary Juanita Galjour, CPC-A Metairie LA
Sharon Robertson, CPC-A Mooringsport LA
Misty Barnes, CPC-A Princeton LA

Nicole Krantz, CPC-A River Ridge LA
Amanda Michelle Anthony, CPC-A
Shreveport LA

Heather Nicole Marble, CPC-A Shreveport LA
Tammy Lee Smith, CPC-A Shreveport LA
Jehna Lee Stephens, CPC-A Sibley LA

Erin Dowling, CPC-A Blackstone MA

Alison Keene, CPC-A Blackstone MA
Rachael Hurley, CPC-A Holden MA
Anthony Paul Federici, CPC-A Westfield MA
Melissa Rusin, CPC-A Westfield MA
Catherine Bauer Parker, CPC-A Baltimore MD
Michael A Carpenter, CPC-A Conowingo MD
Tara Nicole Lance, CPC-A Ellicott City MD
Cara Courtney Caine, CPC-A Forest Hill MD
Mary M Klube, CPC-A Mount Airy MD
Deborah (Debbie) Ann Markey, CPC-A
Myersville MD

Alexandra Gardner, CPC-A Eliot ME

Ann Brannan, CPC-A York ME

Darlene Marzolf, CPC-A Casco MI

Jeanette E Steimel, CPC-A Comstock Park MI
Megan Bartl, CPC-A Detroit MI

Tamela Turner, CPC-A Detroit MI

Michelle Ward, CPC-A Detroit MI

Theresa King, CPC-A Farmington Hills MI
Holly Nicole Manley, CPC-A Flushing MI
Rachel L Schutter, CPC-A Grand Rapids MI
Cheryl A Sorg, CPC-A Howell MI

Darci Stevens, CPC-A Kalamazoo MI

Julie Lynne Patterson, CPC-A Kent City MI
Heather Haughton, CPC-A Marine City MI
Dana Minton, CPC-A Melvindale MI

Denise R Boyd, CPC-A Newaygo MI
Deborah Faino-Finney, CPC-A Newaygo MI
Sara Jean Tithof, CPC-A Owassa MI

Meriin Selent, CPC-A Paw Paw MI

Hilary Sigsby, CPC-A Richmond MI

Karen Craib, CPC-A Roseville Ml

Sharon M Wassmann, CPC-A Roseville MI
Sandra K Grecheski, CPC-A Sand Lake MI
Kabao Yang, CPC-A Sterling Heights MI
Sheila Heiman, CPC-A Stockbridge MI
Susan Miedzianowski, CPC-A Washington
Twp MI

Jamie Klug, CPC-A Alexandria MN

Dana Jean Tschida, CPC-A Baxter MN
Darcy Doty, CPC-A Burnsville MN

Adriana Lozano, CPC-A Eagan MN

Wanda Ahrens, CPC-A Forrest Lake MN
Richard Gilson, CPC-A Minneapolis MN
Rosanna C Bennington, CPC-A Piymouth MN
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newly credentialed members

Mary Evans, CPC-A St Paul MN

Patricia Jo Kemper, CPC-A Arold MO
Michelle Lynn Mooney, CPC-A Amold MO
Lori Ann Price, CPC-A Amold MO

Gladys Rosa Warden, CPC-A Cadet MO
Kimberly K Sneden, CPC-A Carl Junction MO
Anna-Therese Maria Martensson, CPC-A
Dittmer MO

Elizabeth Ann Mozzini, CPC-A Fenton MO
Brenda C Carroll, CPC-A Harrisonville MO
Marinda J Harpole, CPC-A Joplin MO
Bethni Moppin, CPC-A Kansas City MO
Daniel Shelor, CPC-A Kansas City MO
Kellie Buckles, CPC-A Kingsville MO
Elizabeth Adkins, CPC-A Pleasant Valley MO
Kelley Capron, CPC-A Raymore MO

Joyce Taylor, CPC-A St Peters MO

LaShay Lakish Caldwell, CPC-A St Louis MO
Carolyn Karr, CPC-A St Charles MO
Candice Armour, CPC-A Washington MO
Ginger Tremeear, CPC-A Wright City MO
Joyce E Statton, CPC-A Avon MT

Beverly Ann Clark, CPC-A East Helena MT
Katherine L Havranek, CPC-A E. Helena MT
Tabatha Duel Reisbeck, CPC-A E. Helena MT
Tracy Marie Weber, CPC-A East Helena MT
Monica C Fleming, CPC-A Great Falls MT
Jennifer Bahor Amos, CPC-A Helena MT
Elizabeth J Bangerter, CPC-A Helena MT
Alyssa Marie Blomauist, CPC-A Helena MT
Mary Ruth Currin, CPC-A Helena MT
Sarah Mae Huston, CPC-A Helena MT
Michelle Arlene James, CPC-A Helena MT
Lisa Marie Johnson, CPC-A Helena MT
Felicia Ann Knaff, CPC-A Helena MT

Lisa Sue Lamb, CPC-A Helena MT

Denise M Lester, CPC-A Helena MT
Katianna Marie Logan, CPC-A Helena MT
Lisa A Monroe, CPC-A Helena MT

Karen J Murfitt, CPC-A Helena MT

Lori Ann Page, CPC-A Helena MT

Angela Lynn Rieke, CPC-A Helena MT
Pamela M Sammons, CPC-A Helena MT
Colleen M Tabbert, CPC-A Helena MT
Kate Lee Weiss, CPC-A Helena MT

Bailey Rae Yuhas, CPC-A Helena MT
Kimberly Willoughby, CPC-A Bladenboro NC
Nieka Brown-Robinson, CPC-A Butner NC
Douglas Peters, CPC-A Chapel Hill NC
Shamecia L Johnson, CPC-A Charlotte NC
Denise Smith-Johnson, CPC-A Charlotte NC
Rita Watts, CPC-A Danbury NC

Linda Johnson, CPC-A Germanton NC
Theresa Campbell, CPC-A Greenville NC
Meggan Jackson, CPC-A High Point NC
Lori Bowman, CPC-A Oxford NC

Sonya Walker, CPC-A Raleigh NC

Angel Ruiz, CPC-A Winston Salem NC
Nicole Steers, CPC-A Grand Forks ND
JoAnn Marie Carter, CPC-A Bellevue NE
Denice M Phelan, CPC-A Bellevue NE
Karen M Phillips, CPC-A Bellevue NE
Daniele Phillips, CPC-A Columbus NE
Janelle K Bridges, CPC-A Lincoln NE
Teresa E Adams, CPC-A Omaha NE
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Teresa E Applegate, CPC-A Omaha NE
Holly C Barron, CPC-A Omaha NE

Lanie M DeVoogd, CPC-A Omaha NE
Kathy R Hughes, CPC-A Omaha NE
Carinn Rachelle Kully, CPC-A Omaha NE
Jennifer R Leimbach, CPC-A Omaha NE
Rosebella Kalyesa Lubaga, CPC-A Omaha NE
Deborah Ann Nolan, CPC-A Omaha NE
Coleen R Owens, CPC-A Omaha NE
Paula D Ricker, CPC-A Omaha NE
Katheryn Anne Fokken, CPC-A, CPC-H-A
Papillion NE

Mary J Golda, CPC-A Springfield NE

Mary G Jennings, CPC-A Chester NH

Lori Desjardins, CPC-A Exeter NH

Cheryl Meli, CPC-A Hudson NH

Denise Pietrowski, CPC-A Hudson NH
Kathleen Spence, CPC-A Hudson NH
Cheryl Dudley, CPC-A Kingston NH

Robin Desmarais, CPC-A Londonderry NH
Pam Porter, CPC-A Milford NH

Tina Marie Lapointe, CPC-A Milton NH
Jaime Benn, CPC-A Nashua NH

Danielle Friedman, CPC-A Nashua NH

Bill Johnson, CPC-A Nashua NH

Brian McKenney, CPC-A Northfield NH
Jennifer Holland, CPC-A Barnegat NJ
Tamara Gayle Goble, CPC-A Bayville NJ
Constance M Brown, CPC-A Beachwood NJ
Jiji John Kuchentang, CPC-A, CPC-H-A
Bergenfield NJ

Sabrina Riddle, CPC-A Cape May Court
House NJ

Lilibeth Hon, CPC-A East Brunswick NJ
Gisella Chavez, CPC-A Harrison NJ

Preety Nadkarni, CPC-A Parlin NJ

Nancy Boskin, CPC-A Tenafly NJ

Amanda R. Domingo, CPC-A Toms River NJ
Joan Afalla, CPC-A Las Vegas NV
Kimberly Benz, CPC-A Corning NY

Dione K Ashman, CPC-A East Rochester NY
Rebecca Gaylord, CPC-A Horseheads NY
Sherma Deonarayan, CPC-A Jamaica NY
Lisa R Birkman, CPC-A N Tonawanda NY
Jamie Lynn Tober, CPC-A N Tonawanda NY
Randolph Silan Ventigan, CPC-A New
York City NY

Jeanine S Corbett, CPC-A Oakfield NY
Laura Lee DePasquale, CPC-A Orchard
Park NY

Theresa Marie Speranza, CPC-A Pittsford NY
Christine Enz, CPC-A Rochester NY
JoAnne Amold, CPC-A Williamsville NY
Loretta Susan Bolton, CPC-A Bethel OH
Angela Marie Lane, CPC-A Bethel OH
Nancy Ellen Lipscomb, CPC-A Bethel OH
Courtnie Sepe, CPC-A Boardman OH
Nancy Johnson, CPC-A Canal Futton OH
Frances L Hazlett, CPC-A Canfield OH
Sandra J Klein, CPC-A Canton OH

Angela Murphy, CPC-A Canton OH

Rose Marie Pollock, CPC-A Canton OH
Renee Menzise, CPC-A Cincinnati OH
Renee M Keyser, CPC-A Girard OH

Sarah Hunter, CPC-A Louisville OH

Robert Metzger, CPC-A Louisville OH
Jennifer Erin Angelotta, CPC-A Lyndhurst OH
Nancy Marquardt, CPC-H-A Mason OH
Susan Darnell, CPC-A Massillon OH
Stacie Marie Harris, CPC-A Massillon OH
Traci Murphy, CPC-A Massillon OH

Cheryl Lynn Duncan, CPC-A Mifford OH
Stephanie Ann Adams, CPC-A New
Richmond OH

Michele Liguori, CPC-A Niles OH
Elizabeth K Baker, CPC-A Shreve OH
Jean M Kayser, CPC-A South Euclid OH
Rose Ann Alderman, CPC-A Warren OH
Dawn Marie Jackson, CPC-A Youngstown OH
Jamie Vistica, CPC-A Damascus OR
Angela Woods, CPC-A Fairview OR

Kelli Limbocker, CPC-A, CPC-P-A
Gladstone OR

Wiliam Campos, CPC-A Portland OR
Lindsay Dees, CPC-A Portland OR
Maureen Hooten, CPC-A Portland OR
Shellie Coca, CPC-A Sandy OR

Tristin Coca, CPC-A Sandy OR

Tara Miller, CPC-A Bangor PA

Carol Cox, CPC-A Bethlehem PA

Susan Janice Sak, CPC-A Bethlehem PA
Florentius lkechukwuka lweze, CPC-H-A
Boothwyn PA

Penny Hess, CPC-A Carlisle PA

Karen Burker, CPC-A Churchville PA

Kerri Mccrorey, CPC-A Doylestown PA
Michele L Poblocki, CPC-A Drexel Hill PA
Lauren Redes, CPC-A East Stroudsburg PA
Michele Valerie Miller, CPC-A Emmaus PA
Valerie Mary Greco, CPC-A Feastenville PA
Kevin Kinchi Wong, CPC-A Hershey PA
William Demilio, CPC-A Holland PA
Kathleen Joanne Pacella-Williams, CPC-A
Jamestown PA

Elizabeth Bischof, CPC-A Johnstown PA
Patricia Connolly, CPC-A Levittown PA
Marcy L Shaffer, CPC-A Mars PA

Michelle Miller, CPC-A Marysville PA

Mary Ellen Morroni, CPC-A Media PA
Virginia A Santeufemia, CPC-A Moon Twp PA
Nicole Koepke, CPC-A Nanticoke PA

Lisa Maurey, CPC-A Northampton PA
Dona Wilson, CPC-A Northampton PA
Debbie Berger, CPC-A Perkasie PA
Stephen C. Sumners, CPC-A Philadelphia PA
Pauline Valent, CPC-A Philadelphia PA
Angela Conaway, CPC-A Saylorsburg PA
Mary P Thompson, CPC-A Southampton PA
Laurie Peters, CPC-A Stroudsburg PA
Carla Van Voorhis, CPC-A Tannersville PA
Khairul Alam, CPC-A Upper Darby PA
Danuta Neikam, CPC-A Wallingford PA
Joan Sell, CPC-A Walnutport PA

Valerie Carr, CPC-A Warrington PA
Carolyn Judith Bryce, LPN, CPC-A
Washington Crossing PA

Lynne C Cipriano, CPC-A Central Falls RI
Katie E Deschene, CPC-A Coventry RI
Cynthia A Northup, CPC-A Coventry RI
Kelli Simas, CPC-A Coventry RI

Tami Catala, CPC-A Cranston Rl

Aldona Macksoud, CPC-A Lincoln RI
Jennifer Simon, CPC-A Warwick RI

Jennifer M Burns, CPC-A West Warwick RI
Marianne Bellefontaine, CPC-AWoonsocket Rl
Jeannie Davis, CPC-A Anderson SC

Allison Nicole Bryan, CPC-A Edgefield SC
Sierra Sad'e Freeman, CPC-A Greenwood SC
Matthew Owens, CPC-A Greer SC

Deanna A Bluford, CPC-A Mountville SC
Cynthia Ferguson, CPC-A Sumter SC
Dayna Thompson, CPC-A West Columbia SC
Ronalda Trinette Hines, CPC-A Antioch TN
Douglas Decoopman, CPC-A Hendersonvile TN
Gina Mohammed, CPC-A Knoxville TN
Lacey Nicole Mathis, CPC-A Mt Juliet TN
Heather L Stowe, CPC-A Murfreesboro TN
Robert Samuel Hogan, CPC-A Nashville TN
Victor Presnell, CPC-A Nashville TN

Tyechia Cheree Sanders, CPC-A Nashville TN
Lockie Nell Anderson, CPC-A Primm Springs TN
Kimberly Haire, CPC-A Sparta TN

Beverly Kay Neal, CPC-A Spring Hil TN
Tomeka Renee Locke, CPC-A Tullahoma TN
Kayla Reed, CPC-AWoodbury TN

Joanne Hutchins, CPC-A Allen TX

Ayana Seney Brack, CPC-A, Arlington, TX
Tiri C Sanders, CPC-A Austin TX

Amy Cartwright, CPC-A Dickinson TX
Melissa Mayfield, CPC-A Duncanville TX
Monica Russell, CPC-A Ft Worth TX

Diana Sheets, CPC-A Ft Worth TX

Laura Delafuente, CPC-A Friendswood TX
Nehal Rangnekar, CPC-A Frisco TX

Diann Kelley, CPC-A Garland TX

Melinda Negri, CPC-A Houston TX

Elasa Drogin, CPC-A Irving TX

Michelle Yarbrough, CPC-A Kilgore TX

Emily Jordan, CPC-A Killeen TX

Susan Pollard, CPC-A Lewisville TX

Debbie Benson, CPC-A Lindale TX

Elaine Khan, CPC-A Plano TX

Mehroo Madeka, CPC-A Plano TX

Shana Prince, CPC-A Seabrook TX

Terri Comnelius, CPC-A Kaysville UT

Monica Shields, CPC-A Magna UT

Brooke B Rhinehart, CPC-A Midvale UT
Diana Whitaker, CPC-A Monument Valley UT
Amy Louise Chidester, CPC-A Murray UT
Sharon Clarke, CPC-A Salt Lake City UT
Donna Connolly, CPC-A Salt Lake City UT
Cherie Hendriks, CPC-A Salt Lake City UT
Connie Keuffel, CPC-A Salt Lake City UT
Shantel Millard, CPC-A Salt Lake City UT
Amanda Oviatt, CPC-A Salt Lake City UT
Josie C Osborn, CPC-A Spanish Fork UT
Kelly Gregory, CPC-A Taylorsville UT
Claudia Rae Wallace, CPC-A Taylorsville UT
Melinda Richardson, CPC-A Taylorville UT
Susan Wheelwright, CPC-A West Jordan UT
Marie Whitmore, CPC-A West Valley City UT
Angie Myers, CPC-A Chesapeake VA

Winky Oriondo, CPC-A Chesapeake VA
Brandi R Shifflett, CPC-A Cross Junction VA
Sarah Marie Alls, CPC-A Front Royal VA

Joyce A Seal, CPC-A Front Royal VA

Julie Laird, CPC-A Hampton VA

Debra Vann Huffman, CPC-A Maurertown VA
Wesley Miles, CPC-A Millers Tavern VA
Asheki Demece Burrel, CPC-A Newport News VA
Brittany Stevenson, CPC-A Norfolk VA

April Bingham, CPC-A Portsmouth VA
Se-Rha McEachern, CPC-A Portsmouth VA
Michelle Ridlon, CPC-A Richmond VA
Michelle L Brill, CPC-A Starsburg VA
Heather Midgett, CPC-A Suffolk VA

Barbara J Moreno, CPC-A Virginia Beach VA
Paula Morris, CPC-A Virginia Beach VA

Lisa Cooper, CPC-A Warrenton VA
Stephanie N Growden, CPC-A Winchester VA
Diane Muia Hockman, CPC-A Winchester VA
Kelly A Philibin, CPC-A Winchester VA
Jennifer L Shanahan, CPC-A Winchester VA
Cynthia Dawn Willis, CPC-A Winchester VA
Audrey Matthews, CPC-A Windsor VA
Cassandra Jo George, CPC-A Woodstock VA
Stacey R Shell-Himmelright, CPC-A
Woodstock VA

Michelle Lee Mckinney, CPC-A Woodbville VA
Rita Foss, CPC-A Greensboro VT

Brian Fleisher, CPC-A Waitsfield VT

Janet Rein, CPC-A Castle Rock WA

Sherry L Krehoff, CPC-H-A Deer Park WA
Claudia Hoopes, CPC-A Lakewood WA
Kelsey M Benson, CPC-A Longview WA
Crystal Eiland, CPC-A Longyiew WA

Alyena Routh, CPC-A Longview WA

Kevin Smith, CPC-A Seattle WA

Lindsay Dawnell Effrink, CPC-A Spokane WA
Miranda Katherine Ward, CPC-A Spokane WA
Celeste Seddon, CPC-A Tacoma WA
Pauline Parker, CPC-A Vancouver WA

Jami Wolff, CPC-A Appleton WI

Teresa Schreiber, CPC-A Depere WI

Linda Diesterheft, CPC-A Kenosha WI
Barbara Krueger, CPC-A Manitowoc WI
Angela N Wranik, CPC-A St Germain WI
Debra Rowsey, CPC-H-A Charleston WV
Jessica Lee Chandler, CPC-A, CPC-H-A
Dunbar WV

Karen Darlene Harbert, CPC-A Fairmont WV
Virginia Earley, CPC-H-A Foster WV

Tanya J Kessler, CPC-A Lost City WV
Theresa D Shipley, CPC-A Parkersburg WV

Specialties

Caprice Clark,

CPC, CEDC Willford AR
Araceli Sally Case,

CPC, CEMC Burbank CA
Kathleen E Dick,

CPC-H, CASCC Fresno CA
Lawrence Leibowitz,

CFPC Redding CT
Stephanie D Jones,

CPC, CEDC Cape Coral FL
Monique V Peters,

CPC, CEDC Port Charlotte FL

Holly Kennedy,

CPC, CASCC Peachtree City GA
Angi Butcher,

CEDC Ft. Madison IA

Jayne E Hamment,

CPC, CPC-H, CASCC Mount Vernon IL
Julie Lee Bolles,

CPC, CPC-, CEDC, CEMC, CFPC, CIMC,
CPEDC Fishers IN

Yvonne Bouvier,

CPC, CEDC Martinsville IN

Karen R Cross,

CPC, CEMC, CUC Overland Park KS
Tracey Marie Wessen,

CPC, CGSC Middleboro MA
Linda M Farretta,

CPC-H Sharon MA

Aimee Whitlow,

CPC-A, CEDC Stanton M

Kari L Brault,

CPC, COSC Crookston MN

Sarah M Cruz,

CPC, CCC Saint Louis MO

Lisa Renee Merrell,

CPC, CPC-H, CPC-P, CASCC Warrenton MO
Carolyn Kohler,

CPC, CASCC Omaha NE
Therese A Dewar,

CPC, CIMC Litchfield NH

Janelle Lynn Cecchini,

CPC, CEMC Buffalo NY

Tanya L DeSimone,

CPC, COSC Monticello NY

Joann Rodriguez,

CEDC Portland OR

Andrea Lantzy,

CPC, CEMC Greenfield Township PA
Roxanne Thames,

CPC, CEMC Mechanicsburg PA
Jo-Anne Gannon,

CPC, CEMC Pawtucket Rl
Kathleen Michele Rowland,

CPC, CEMC Franklin TN

Carolyn C Avery,

CPC, CEMC Nashville TN

Ginger DeeAnn Chappell,

CCC Abilene TX

DeeAnn Springfield,

CPC, CPC-H, CUC Lubbock TX
Laura Dove,

CFPC Chesapeake VA

Ruth E Perkins,

CPC, COBGC Bonney Lake WA
Arlene Joyce Smith,

CPC, COBGC Lakewood WA
Nancy A Giffin,

CPC, CUC Port Orchard WA

Kerin Draak,

CPC, CEMC, COBGC Suamico WI



Earn up to 6 CEUs &
Prepare for a Specialty Exam
Take one of 18 Specialty Practicums!

3 hours of audio lectures | E/M Audit Tool | 75-question practice exercise | $149.95
The AAPC has developed specialty credentials to enable coders to demonstrate superior

levels of expertise, allowing coders to validate their knowledge in a specialty with unique
coding, reimbursement and compliance challenges.

SPECIALTY CREDENTIAL

AMBULATORY SURGICAL CENTER CASCC™
ANESTHESIA CANPC™
CARDIOLOGY ccc™
CARDIOVASCULAR AND THORACIC | CCVTC™
DERMATOLOGY CPCD™
EMERGENCY DEPARTMENT CEDC™
E/M AUDITOR CEMC™
FAMILY PRACTICE CFPC™
GASTROENTEROLOGY cGic™
GENERAL SURGERY CGSsCc™
INTERNAL MEDICINE CIMCc™
OBSTETRICS/GYNECOLOGY COBGC™
ORTHOPAEDICS cosc™
OTOLARYNGOLOGY CENTC™
PEDIATRICS CPEDC™
PLASTICS AND RECONSTRUCTIVE CPRC™
RHEUMATOLOGY CRHC™
UROLOGY cuc™

The AAPC (www.aapc.com) is the nation’s largest medical coding training and certification association for
medical coders with over 80,000 members. The AAPC provides credentials to medical coders in physician
offices, outpatient facilities and payer environments which represent the gold standard for medical coding.
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Go the Extra Mile for
ICD-10-CM Implementation Success

Communication will set the wind in your sails.
By Deborah Grider, CPC, CPC-I, CPC-H, CPC-P, COBGC, CEMC, CPCD, CCS-P

As we prepare for the transition to ICD-10-CM, com-
munication will be vital to manage expectations and
identify who needs to do what and when. Whether
this means one-on-one talks with your providers,
staff, and key stakeholders to discuss ICD-10-CM or
regularly scheduled status meetings with everyone in
attendance, proper communication will ensure imple-
mentation success.

Effective Communication

Effective communication means you provide informa-
tion in the right format at the right time with the right
impact. It means that you provide necessary information
and nothing more.

On smaller projects, communication is simple and
requires little effort. The larger a project is, the more
people get involved, and the more complex communica-
tion becomes. Larger projects require an advance com-
munication plan, taking into account the individual
needs of everyone involved. This is where a solid com-
munication plan is essential to establish clear direction
for ICD-10-CM implementation.

The Communication Plan

A communication plan allows you to communicate
most efficiently and effectively to various constituents
and provides priorities and milestones while preventing
the delivery of an incorrect message to departments
and staff. It provides focus, along with a sense of order
and control, and will create a team atmosphere while
establishing a chain of command.

A communication plan involves determining what the
organization and its stakeholders’ information needs
are. For instance:

® What information should be collected?
® Who needs the information?
® When should the information be available?
® How should the information be formatted?
This process should include:
® Methods used to gather and store information
® Limits on who may give direction to whom, if any
® Relationships of reporting

® A list of stakeholders’ contact information

® A schedule for information distribution

® A mechanism to update the plan as the project
progresses

Important: The best time to develop a communication
plan for your organization’s ICD-10 implementation is
now. Delay could hinder your final goals and objectives.

When developing a communication plan, first deter-
mine the project stakeholders. Identify the people or
groups within the organization who will need informa-
tion and determine their communication requirements.
For example, a manager may need status updates more
often than physicians and staff. Steering committee

or project team members may need more information
than others about project status, strategy, or vision.

Communication can take many forms. In each step,
plan how to fulfill the communication needs for
each department, employee, stakeholder, etc. When
possible, streamline the process by looking for ways
to communicate that will cover more than a single
department’s needs.

The communication plan sets the information
exchange framework for ICD-10-CM implementation.
It serves as a guide for communications throughout the
project and should be updated as communication needs
change. When creating your plan, identify and define
the roles of people involved in the project. Include a
communications matrix to map the communication
requirements of the project.

The following steps will help you develop a communi-
cation plan for the implementation of ICD-10 in your
organization.

Empower a Point Person or Project Manager
This person is responsible for ensuring successful
implementation within the organization. He or she will
update status reports, set up meeting schedules, take
meeting notes, and manage the communication process.

Evaluate Current Communication Methods
Determine what departments or areas are doing to
relay the ICD-10 messages to their department, pro-
viders, or staff. Perform an assessment of what each
communication activity should achieve, and evaluate
the effectiveness of each business area of ICD-10 imple-
mentation communication activity. Evaluate the com-
munication capacity the organization has, determine



The best time to develop a communication plan for
your organization’s ICD-10 implementation is now.
Delay could hinder your final goals and objectives.

what staff can be used for the project, and consider the
time involved. Consider the incurred cost for additional
communication resources.

Define Objectives and Goals

Your plan’s objectives should include:
® [CD-10 code awareness;
® Implementation steps already initiated;
® Channels for communicating progress milestones;

® Identification of business areas needing improve-
ment and what the problems are; and

® An awareness of barriers and challenges in the
implementation process.

You can define the goals as a work program for each
objective. Goals include general programs your com-
munication plan will use to achieve these objectives.
Identify how information will be gathered, and who is
affected. Keep in mind: One of the important elements
of successful implementation is to build awareness.

Identify Effective Communication Tools

Decide on the tools you'll use to accomplish ICD-10
goals. Be creative in your choice, but don’t overlook the
obvious and the easiest, such as e-mail updates, proj-
ect status reports, staff or departmental meetings, etc.
Keep your tools simple and easy for all members in the
organization to use and comprehend.

Determine how much effort is required for each com-
munication method within the organization. Some activ-
ities might be relatively easy to perform while others
require more effort. If the communication is ongo-

ing, estimate the effort over a one-month period. For
instance, a status report might take one hour to create,
twice a month. The total effort would be two hours.

Some communication activities are more valuable
than others. Prioritize and determine which activities
provide the most value for the least cost. If a commu-
nication activity takes a lot of time and provides little
communication value, discard it. If a communication
option takes little effort and proves to be valuable,
include it in the final communication plan. If a com-
munication activity is mandatory, include it no matter
the cost. If a mandatory activity is time consuming,
try negotiating with the stakeholders to find a less-
intensive alternative.

Establish a Timetable and Evaluate Results

Once the objectives, goals, audiences, and tools are
identified, quantify the results in a communication
template, outlining what communication projects will
be delivered and when. Designate logical time peri-
ods (monthly, weekly, etc.) for objectives’ completion
to help keep organized and on track. Build into your
ICD-10 implementation communication plan a method
for measuring results, such as periodic status reports
on completed project work, departmental reports for
presentation at staff meetings, and/or periodic senior
management briefings. In a small medical practice, a
management briefing might be a meeting to discuss
progress with providers.

Awareness is Key

Bring ICD-10-CM awareness to your organization

by communicating, mentoring, using question-and-
answer sheets, and distributing other pertinent infor-
mation to build confidence and enthusiasm in the
project. A communication plan eases transition anxi-
ety and keeps the entire organization involved and
excited about the project.

The AAPC has developed a three-day ICD-10 Imple-
mentation Training Program for health plans and
medical groups. Distance learning modules, webinars,
and workshops will be available in 2010 at a reason-
able cost to assist in ICD-10 implementation. For more
information or to schedule training, please contact the
AAPC at 800-626-2633 or send me an email at
deb.grider@aapc.com.

As an added bonus, you can keep track of your per-
sonal ICD-10 implementation progress on the AAPC’s
Web site. Simply log on to your member page and,
under ICD-10 Preparation, choose an option that best
describes your organization from the dropdown menu.
Click the Save button to view your personal implemen-
tation plan timeline and checklist.

Next time: Conducting an Impact Analysis ...

Deborah Grider, CPC, CPC-l,
CPC-H, CPC-P, COBGC, CEMC,
CPCD, CCS-P is the AAPC's vice
president of strategic development
and the former AAPC National
Advisory Board president. Deborah
is currently writing the ICD-10-CM
Implementation Guide.

WWW.aapc.com
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By Katherine Abel,
CPC, CPC-I, CMRS

44 AAPC Coding Edge

Establish Patient Sta!tus
at a New Location

Consider the three-year rule and specialty when deciding how to code.

Member Stacey Enlow, CPC, recently inquired,
“Doctor X was in a group medical practice that dis-
solved. He now is in a solo practice with a new tax
ID. Are patients from the previous practice ‘new’ or
‘established’ to his new practice?”

The short answer is: Established now if established
before. Location doesn't affect a patient’s “new” or
“established” status.

The June 1999 issue of American Medical Associa-
tion'’s (AMA) CPT® Assistant provides guidance on
this scenario with the following example:

“Consider Dr A, who leaves his group practice in
Frankfort, Illinois and joins a new group practice in
Rockford, Illinois. When he provides professional
services to patients in the Rockford practice, will he
report these patients as new or established?

“If Dr A, or another physician of the same specialty
in the Rockford practice, has not provided any
professional services to that patient within the past
three years, then Dr A would consider the patient

a new patient. However, if Dr A, or another physi-
cian of the same specialty in the Rockford practice,
has provided any professional service to that patient
within the past three years, the patient would then
be considered an established patient to Dr A.

“Remember, the definitions include professional
services rendered by other physicians of the same
specialty in the same group practice.”

CPT® applies the “three year rule” to determine
new vs. established status. A patient is established
if any physician in a group practice (or, more
precisely, any physician of the same specialty bill-
ing under the same group number) has seen that
patient for a face-to-face service within the past
36 months. The CPT® manual contains a helpful
“Decision Tree for New vs Established Patients”

section in the Evaluation and Management Services
Guidelines (near the beginning of the book), to help
you select the appropriate patient status.

The Centers for Medicare & Medicaid Services
(CMS) policy observes the CPT® new vs. established
definition. CMS Transmittal R731CP, Change
Request 4032 (www.cms.hhs.gov/transmittals/down
loads/R731CP.pdf) further notes that only face-to-
face services establish a patient: “An interpretation of
a diagnostic test, reading an X-ray or EKG etc., in
the absence of an E/M service or other face-to-face service
with the patient does not affect the designation of a
new patient.”

According to this guidance, if Doctor X had seen a

patient face-to-face within the past three years, that
patient is established, even if Doctor X is seeing the
patient for the first time in a new location.

New Specialty, New Patient

Note that the three-year rule applies only when
physicians in the same practice are also of the same
specialty. Two physicians in the same practice may
see a patient for different reasons if the physicians are
of different specialties recognized by CMS (for a list
of Medicare-recognized physician specialties, go the
CMS Web site: www.cms.hhs.gov/medicareprovidersu
penroll/downloads/taxonomy.pdf).

For example, a general surgeon in a large multiple-
specialty practice sees a patient in 2007 to remove
skin lesions. In early 2009, the same patient sees an
internist (who is a member of the same multispe-
cialty practice as the surgeon who treated the patient
previously) for a new condition. Because the surgeon
and internist (who are of different specialties) saw
the patient for unrelated problems, the internist may
report the initial visit using the new patient codes
(e.g., 99201-99205).



The AMA allows an exception for new physicians
seeing for the first time a patient established to the
practice. CPT® Assistant, November 2008, features
the following question and answer:

“Question: Can new physicians who come on board 1o a
group practice with their own tax identification numbers charge
a new evaluation and management code for patients they see?

“Answer: According to CPT® guidelines, a new
patient is one who has received no professional
services from the physician or another physician of
the same specialty who belongs to the same group
practice within the past three years. Also, if a phy-
sician is new to this group practice and had never
seen or billed a patient previously though his tax ID
number, this should be considered a new patient for

added edge

Note that the three-year rule applies only when physicians in the
same practice are also of the same specialty. Two physicians in
the same practice may see a patient for different reasons if the
physicians are of different specialties recognized by CMS.

the purposes of this physician billing for his evalua-
tion and management service.”

Under CMS rules as stated, however, just because a
patient is new to a particular physician does not nec-
essarily mean the patient may be billed as new. Check
with your payer before claiming a patient seen face-to-
face by a physician of the same specialty, in the same
group, within the past three years as new.

Katherine Abel,
CPC, CPC,
CMRS, is the
director of
curriculum for
the AAPC.

Over 50 Courses Available From $30:

||

Annual CEU Coding Scenarios NEW?S!
Evaluation and Management Monthly Audio
° ° Conferences
Specialty Coding
Medical Billing and Reimbursement
Medical Terminology and Anatomy
Other Healtheare Related Topics
eccannd more

Speakers Needed

$229.99
P Group Price .
* Includes S&H and
Taxes

All Book Titles Available

Codifg CodingWebU.comm

Providing Quality €ducation at Affordable Prices

(484) 433-0495 www.CodingWebU.com

www.aapc.com September 2009 45



minute with a member

Janet Dunkerley, CPC, CPC-I, CMC

Coding Edge (CE): Tell us a little bit
about your career.

Janet: After finishing a five-year enlistment
in the U.S. Navy with a background in
computer science, I worked as an adminis-
trative assistant for Dr. Joseph Rubin, chief
of cardio-thoracic surgery, at the Medical
College of Georgia. When an opening for a
coder became available, he offered me the
position. He believed that anyone with a
computer background and a love for num-
bers would be a perfect fit. I don’t think
that’s accurate for everyone; however, in this
instance, he was correct. He encouraged

me to become a certified coder and to learn
everything I could about coding, billing,
and insurance. I took to coding like a fish
to water and I've been very happy with my
career path. Since then, I've worked as a bill-
ing department manager, coding instructor,
accounts receivable manager, director of
physician’s services, and medical consultant.
CE: What is your involvement level with
your local AAPC chapter?

Janet: T am founder of the Columbia, S.C.
local chapter, established in 1995, and have
served as chapter president and secretary. I
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am the editor of the monthly publication
Capital Coders newsletter, which is sent to
our local chapter members. I teach a quar-
terly Certified Professional Coder (CPC®)
review class to prepare members for the
CPC® exam. I speak at our local chapter
meetings and workshops. I mentor new
CPC-As by placing them in offices for prac-
tical experience and teaching them success-
ful billing department fundamentals. I am
one of the original members of the Ameri-
can Academy of Professional Coders Chapter
Association’s (AAPCCA) board of directors,
serving as board secretary from 2007-2009.
In 2008, I was voted as our local chapter’s
Networker of the Year and was selected as
a co-winner of the Region 3 Networker of
the Year.

CE: What has been your biggest
challenge as a coder?

Janet: Education. Stressing the importance
of education and making sure coders - as well
as physicians - have the most up-to-date tools
they need for success is challenging. When
we stop learning, we stop growing, and then
we fall behind. My biggest challenge has
been keeping ahead of the pack; and I find
the best way do to that is through education.
I keep up by attending seminars, using the
most current coding and educational mate-
rials, and using networking skills to keep
abreast of trends and changes in the industry.

CE: What do you advise other coders
to do if they disagree with the way

a physician has coded his chart? Do
you approach the physician, or have a
monthly meeting?

Janet: Yes, the physician should be aware
of any discrepancies, but I advise coders to
proceed with caution. In the past, I have
held monthly educational meetings in a
classroom setting with practitioners and had
great results. The doctors share their tips
with each other on documentation and on

avoiding pitfalls. If you need to meet one-
on-one, knowing your physician and com-
municating effectively is key. For example,
if you know your doctor has no time to beat
around the bush, take a direct approach.
First, ask the physician when it would be

a good time to talk. Make sure you know
what you want to say in case the physician
says, “Right now.” Have your facts straight
and back them up with book, chapter, and
verse. Anticipate questions; prepare answers.
Tone is important—you don’t want to sound
condescending or arrogant. Be professional.
Present your reasoning and suggest future
fixes. Ask for input. You may come out with
a better understanding of their thought
process. Always thank a physician for his or
her time.

CE: If you could have any other job,
what would it be?

Janet: I would be a romance writer. Actu-
ally, I am a romance writer, but I'd love to
write full-time, out on a back porch in the
mountains somewhere, away from all the
hustle of city life, where you can hear the
birds chirp and the wind blowing through
the trees. Otherwise, I think I already have
the perfect job.

CE: How do you spend your spare time?

Janet: I love to write and read. I love period
romances, which may be why I'm hooked on
Renaissance faires, knights in shining armor,
and castle motif. I collect castles and chal-
ices. My husband, Todd, and I love to travel
and plan to go back to Germany for our
25th anniversary to tour castles. Neuschw-
anstein is one of our favorites. We love to
dance and enjoy spending time with our
grandchildren. I'm also really into Yogalates
(yoga and Pilates) and daily meditation.
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Coding resources as specialized as you are...
.because one size does not fit all.

AAPC Members: Save 20%
on coding resources designed
exclusively for your specialty.

Imagine how much time you could save if you could get to the code information you needed, faster. Our resources are designed
exclusively for your specialty so you can work smarter, not harder. And as an AAPC member, you can enjoy special discounts on
these valuable resources tailored to meet your specific needs.

Coding Companions®
Simplify the coding process with CPT® and ICD-9-CM code sets in an

illustrated, one-page format. Here's what your fellow coders are
New and Improved for 2010! Coding and Payment Guides saying about Ingenix specialty books:
Streamline your workflow with this essential coding, billing, and

documentation guide. 66 We are a multi-specialty clinic and the Coding
Cross Coders Corfipan.z'om help us 50 much... ..the di.agrams,
Simplify and speed coding with the one-stop, cross-coding resources codmg ups, and clinical definitions give us a
developed for those who work for physicians, hospitals, or payers. clearer picture on how to code.99

Fast Finders —Suzette E. Riley, CPC

Code it faster with these double-sided, laminated sheets with approximately Visalia Medical Center

300 of the most commonly reported codes and descriptions for each specialty. 66 Havine d L. £ d 1
aving descriptions of procedures, as well as a

Billing Companions list of covered diagnoses at my fingertips, saves a
Find essential rules and instructions for billing professional services. tremendous amount of time and has improved
NEW! Coders’ Desk References for Specialties efficiency.99

Understand the clinical background of diseases, medical procedures, and — D. Polk, Simon-Williamson Clinic

anatomy—from the coders’ perspective.

Coding resources available for the following specialties: Anesthesia Services ® Behavioral Health e Cardiology/Cardiothoracic Surgery/Vascular Surgery ® Chiropractic
Services ® Plastics/OMS/ Dermatology ® Emergency Medicine ® ENT/Allergy/Pulmonology ® General Surgery /Gastroenterology ® Laboratory Services ® Neurosurgery/ Neurology
0B/GYN e Oncology /Hematology ® Ophthalmology e Orthopaedics ® Pediatrics ® Physical Therapy @ Podiatry ® Primary Care ® Radiology ® Urology /Nephrology

AAPC Members: SAVE 20% on coding resources designed exclusively for your specialty. Go to www.shopingenix.com and enter
source code 124392 or call (800) INGENIX (464.3649), option 1.



By G. John Verhovshek,
MA, CPC

The CDC wanted to match
WHO's efforts to track the
disease. The closest exist-
ing ICD-9-CM code—488
[Influenza due to identified
avian influenza virus], which
parallels ICD-10 code JO9—
was specific to avian flu. We
needed a new code.

48 AAPC Coding Edge

CDC’s Quick Action

Creates new code for HIN1 influenza virus

As reported in last month’s “Coding News,”
new ICD-9-CM code 488.1 Influenza due to iden-
tified novel HINI influenza virus to describe the
novel HIN1 virus—commonly known as “swine
flu”—will go into effect Oct. 1 (Coding Edge,
August 2009, page 10). Inclusion of this code
in the October update required swift action

by the Centers for Disease Control and Preven-
tion (CDC) and the National Center for Health
Statistics (NCHS), acting in concert with the
World Health Organization (WHO)—the
directing and coordinating authority for health
within the United Nations system.

“Discussion among WHO’s Family of Interna-
tional Classifications network and WHO regional
offices began shortly after the influenza A novel
HINT1 virus was identified in April, and con-
tinued for approximately two months,” explains
Donna Pickett, MPH, RHIA, medical systems
administrator with the CDC. “WHO wanted to
capture data about the virus, but because this
was a new strain, there was no code in either
ICD-9 or ICD-10 to identify it specifically.

“The CDC wanted to match WHO's efforts to
track the disease. The closest existing ICD-9-CM
code—A488 {Influenza due 1o identified avian influ-
enza virnsl, which parallels ICD-10 code JO9—
was specific to avian flu. We needed a new code.

“Since 2004, the ICD-9-CM classification has
had the potential to be updated twice per year:
April 1 and Oct. 1. To be included in the Octo-
ber update, a code normally would have to be
presented at the ICD-9-CM Coordination and
Maintenance Committee meeting the previous
March. Because novel HIN1 swine flu wasn't
identified until after the meeting, there was no

way to create a code in time for the October
2009 update through the usual process.

“There was an immediate need. Rather than
wait until April 2010, we fast-tracked a swine
flu code. Category 488 has been expanded to
include 488.0, for avian flu, and code 488.1,
which is specific for novel HIN1 influenza. The
new codes are effective Oct. 1.”

Pickett notes that other codes have been simi-
larly fast-tracked in the past. “We introduced
new codes 480.31 Preumonia due to SARS-associ-
ated coronavirus and VO1.82 Exposure to SARS-as-
sociated coronavirus in response to SARS in 2003,
and created new E codes to describe injury by
terrorist attack shortly after the events of Sept.
11, 2001. In 1986, a similar approach was used
to revise codes for HIV.

“Until code 488.1 Influenza due 1o identified avian
influenza virus goes into effect Oct. 1, swine flu
should be identified using an appropriate code
from category 487 Influenza, according to the
individual patient’s manifestations,” Pickett
says. “For instance, for a patient with influenza
and pneumonia, report 487.0 Influenza; wirh
pnenmonia.”

As an interim measure, WHO has decided

to continue to categorize swine flu to ICD-10
code J09, but Pickett expects a dedicated code
will be created when the WHO-FIC meets this
October. “We'll be sure that the final decision
is reflected in the ICD-10-CM code set to be
implemented here in the U.S. in 2013.”

G. John Verhovshek, MA, CPC, is AAPC'’s
director of clinical coding communications.



INGENIX.

Go Green and Save Green by switching to electronic coding
solutions—get up to a 12-to-1 return on investment.

What if you could...

» Reduce denied claims

» Speed-up payment turnaround time

» Decrease resources required for rework and resubmission

And do it all with a tool that works with the office and code look-up
workflow without adding to workload?

...now you can!

Introducing two new ways to boost EncoderPro.com EXPERT to
create a full end-to-end physician revenue cycle workflow solution.

Claims Batch Editor

This powerful, yet easy-to-use, scrubber for physician claims automatically
checks for errors prior to submission, so you submit clean claims the
first time.

Claims Batch Editor with Repair Toolkit

All of the powerful scrubbing functionality of Claims Batch Editor, plus
tools to streamline the workflow to review coding issues, and repair
these issues, prior to submittal to a claims payer.

Now'’s the time to go green and SAVE green with EncoderPro.com EXPERT.

Here's what users are saying about
EncoderPro.com Expert:

66 We are able to have examiners access a central
online tool vs having books all over the place.99
A good thing!
—Bruce Wegner, PrimeWest Health

66 It has increased my productivity and reduced
coding errors. 99

—XKerri Eggenberger,
Advanced Imaging of Port Charlotte
661 love the CCI Unbundles and the crosscodes!!!!99

—Alexsandra Ledesma,

Covenant Medical Group

For more information, call us at (800) INGENIX (464-3649), option 1, or visit www.shopingenix.com and enter source code 124309.




Career Path: A Tightrope Over a Minefield

Learn the ropes through MCS-P Certification. Add stability to your career, confidence to your step and
balance to your decisions. Today’s healthcare careers demand focused education and current knowledge of
the fast paced changes in regulatory compliance. Earn healthcare’s most respected compliance certification
and take the next firm step toward success. You will acquire up-to-date knowledge of foundational compliance

issues while you gain the ability to create and audit compliance programs for all specialties and any size
clinical environment.

This is your best opportunity to increase your earning potential, enhance your professional standing and add a
leading edge certification to your credentials. Ask the next person you see carrying this bag how certification
as a Medical Compliance Specialist - Physician has balanced their career.

Medical Compliance Trajning

“Meeting the compliance education needs of the healthcare community”

g Z-‘;_-,',: www.medicalcompliancetraining.com
£ PAHCOM
:’:: > See website for Information, Schedule and Approved
U :: Registration 30 CEUs
-

Request detailed course outline:

. - . . . Americon Acodemy of
information@medicalcompliancetraining.com @ Proessional Coders

The Compliance Professional’s

Seal of Excellence 1.254.582.7635 or FAX 1.254.582.7653

28CEUs
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"Outstanding! With a
physician coder speaking
the take away value of
this seminar is very high.”

Rich Carrillo
Lalalla, CA

‘Dr. Zis the best
speaker | have ever heard
at a coding seminar.”’

Karen Martinez
Chicago, IL

“How wonderful to
have these complex
procedures concisely
explained by a

physician.

Sarah Mountford
Kansas City, MO

“The course is the best
I've ever been to.”

Shelley Kubczak
Saginaw, Ml

“This was definitely
the best organized and
most comprehensive
seminar. Can't say
enough about ZHealth
Publishing and Dr. Z”

Marge Helgesen
Dallas, TX

Join other coding professionals

who find answers at ZHealth Publishing’s
comprehensive IR/Cardio coding seminars
taught by expert physician coders.

work, learn, enjoy

LAS VEGAS

WYNN HOTEL
NOVEMBER 3-6, 2009
CIRCC
CREDENTIALING EXAM
NOVEMBER 7, 2009

Presented by

David R. Zielske, MD, CIRCC, CPC-H, CCC, CCS, RCC, and
David B. Dunn, MD, FACS, CIRCC, CPC-H, CCC, CCS, RCC
nationally recognized physician experls on Interventional
Radiology and Cardiology coding

—

ZHealth

PUBLISHING

visit ZHealthPublishing.com for seminar registration
Coding Reference Manuals « lllustrations « Seminars
Webinars « Online Services » Self-Study CEU Programs
visit AAPC_com for CIRCC exam registration



